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Editorials 


ONLY THE HOUSE OF DELEGATES 
SPEAKS OFFICIALLY FOR THE 
AMERICAN MEDICAL 
ASSOCIATION 

The American Medical Association is a one 
hundred per cent. democratic institution and 
does represent the opinion of the rank and file 
of the physicians of Illinois and of the United 
States and does hold the complete confidence of 
its 112,000 members. It is high time the gov- 
ernment officials, lay organizations and endowed 
foundations realize that the one and only group 
that can speak for American medicine officially 
is the House of Delegates of the American Med- 
ical Association. 





EVALUATING THE SOCIAL SECURITY 
BILL, OR “THE WAGNER BILL” 

The third and supreme achievement in the 
subtle and adroit campaign to do all that can be 
done to destroy Americanism and substitute com- 
munism is the National Health Bill introduced 
to Congress on February 28, 1939, by Senator 
Wagner. 

This supremacy lies in the fact that this bill 
from a health and welfare viewpoint is the most 
dangerous piece of legislation ever offered to the 
Congress of the United States! 

Even the N.R.A., and the National Labor Re- 
lations Act,—each of which had Senator Wagner 
as its godfather—lack the especially perilous 
qualities of the Wagner National Health Bill. / 
one with this bill in its utter un-Americanism 
are the Thomas Education Bill and the new in- 
strumentality of Federal Court Consent Decrees. 

This National Health Bill of Senator Wag- 
ner’s does not create nor provide for any new 
federal agency, but it does carry an unregulated 
grant of power, and authorization of unlimited 
expenditure. 

In fact the introduction to Congress of the 
Wagner National Health Act has created a fresh 
and menacing emergency not only to the rights 
of the free American both individual and collec- 
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tive, but to the general public welfare in that 
this National Health Bill holds inherent capac- 
ity to completely destroy the rights and the abili- 
ties, and the scientific competencies of the prac- 
tice of ethical medicine. 

This bill is the first step towards the installa- 
tion of a large scale federal medical and health 
program, that so-called “National Health Pro- 
gram,” recommended by the Technical Commit- 
tee on Medical Care of the Roosevelt Interdepart- 
mental Committee to Co-ordinate Health and 
Welfare Activities of the Federal Government. 
This Wagner Bill proposes to amend and supple- 
ment provisions of the Social Security Act by 
providing for considerable expansion of various 
services now provided under the Social Security 
Act and for the establishment of additional wide- 
sweeping health and medical activities under the 
supervision and control of the Federal Govern- 
ment, 

The medical profession as a_ scientifically 
trained unit is overlooked completely in the 
Politics and not science con- 


The result is clearly to be 


power of control. 
trol government. 
seen. 

Covered by the Wagner bill are these subjects 
of activity ; 

1. Maternal and child health services. 

2. Services for crippled children. 

3. Administration of grants to states for ma- 
ternal and child welfare. 

4. Public health work. 

5. Grants to states for hospitals and health 
centers. 

6. Grants to states for medical care. 

7, Grants to states for temporary disability 
compensation. 

8. Rules for the determination of the financial 
status of states. 

All in all it is a pretty clear program for the 
regimentation of once free America. 

The President appointed in 1935 his Interde- 
partmental Commitiee to Co-ordinate Health 
and Welfare Activities. Their recommendations 
were considered at the National Health Confer- 
ence in June, 1938, and were submitted to Con- 


gress in President Roosevelt’s special message on 
January 23, 1939. On February 28 the National 


Health Bill was submitted by Senator Wagner. 

There is not space here to reproduce the bill 
in its entirety and even if there were, the aver- 
age physician considers himself too busy a man 


to wade through offered legislation. That is the 
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pity of it, and the politician’s profit. Any one 
who studies the Wagner Bill well, soon realizes 
that for all of its vaguity and weakness that it 
still is. able to, and would, achieve these six 
points. 

1. Establish even greater concentration of 
power and authority over public health and med- 
ical activities in Washington than at present, and 
would virtually result in complete domination of 
these activities by the Federal Government. 

2. Authorizes the expenditure of enormous 
sums by the Federal Government before the need 
for such expenditures has been proved and at a 
time when the financial condition of the country 
calls for economy in government rather than ex- 
travagance and expenditures for unnecessary 
activities, 

3. Provides for the dispensing of public funds 
by the Federal Government to the various states 
on a matching basis. This policy is nothing 
more nor less than polite coercion and gives the 
Federal Government practically complete control 
over the activities being financed in this manner. 
At the present time, practically every state in 
the union is confronted with serious financial 
problems and is finding it difficult to obtain ade- 
quate funds for financing necessary governmental 
functions. No state at this time should be co- 
erced into undertaking activities which are not 
absolutely essential. 

4, 1s so vague, with respect to the powers and 
duties of the various agencies given administra- 
tive control and as to how the large sums of 
money appropriated would be used, that little or 
no control is placed over administrative agencies 
and such money undoubtedly could be used by 
them for almost every conceivable kind of activ- 
ity in the fields of public health and medical 


care, 

5. Although the Wagner Bill does not estab- 
lish a system of compulsory health insurance nor 
any specific plan of medical care for the public 
generally, it encourages the establishment of goy- 
érnment-controlled programs of providing med- 
ical care on a state-wide basis by providing for 
the allocation of Federal funds to the various 
states where state plans are already or may be 
formulated with the approval of the Social Se- 
curity Board. 

6, Is nothing more nor less than an initial step 
toward a gigantic system of federalized medicine, 
covering practically every part of the fields of 


public health activities and medical care. Pro- 
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ponents of this proposed legislation point to the 
fact that the total expenditures, authorized for 
the first year should the act become effective, 
would amount to only approximately $98,000,- 
000, but neglect to emphasize that such expendi- 
tures would increase many fold during the next 
two or three years and that, during subsequent 
years, there would be practically no limitation on 
the costs of the various activities covered by the 
bill. Based on figures supplied by proponents of 
the bill, it has been estimated that the annual 
cost to the Federal Government of financing this 
extensive program within a few years would 
amount to between $850,000,000 and $1,000,- 
000,000. Should that part of the proposal re- 
lating to general medical care be expanded, as 
proponents advocate, to include a large portion 
of the population, it is conceivable that the 
annual cost of this part of the program alone 
would approximate three to four billions of dol- 
lars annually, 

Further it would violate sound economic and 
governmental principles, and would retard, 
rather than enhance efficient public health work. 

And “Under the guise of a humanitarian meas- 
ure, it puts the Federal Government far into the 
field of medical care from which it will never 


retreat, Using Federal and State funds it will 


set up government hospitals and a vast system 
of tax-supported medica] care that may, in the 
end, undermine and drive out of existence all 
private and church hospitals and the private 
practice of medicine,” 

Having discovered that this Wagner Bill is: 

1, Economically unsound and would add an 
enormous amount to the already strained finan- 
cial structure of the Federal Government; 

2. Vague and indefinite to such a degree that 
it would provide almost blanket authority to 
Federal agencies charged with administrative 
details ; 

3, Produce practically complete domination 
by the Federal Government over state and local 
activities ; 

4. Is an opening wedge to the creation of a 
huge Federal and politically-controlled public 
health and medical program ; 

5. Would encourage extravagance and _ineffi- 
ciency in the fields of public health and medical 


care, and thus would add tremendously to the tax 


burden of all the people and would not be bene- 
ficial to those persons designated as ultimate 


beneficiaries. 
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It is time to consider the bill in relation to its 
possible tangents. ‘That is, its importance as 
related to enabling acts—passed in State Legis- 
latures. 

Already such an act has been introduced in 
the New York Assembly by Aaron Goldstein that 
puts teeth into the Wagner act and shows how 
this act can bite into the American people. 

The purpose of the Goldstein bill—and it will 
prove to be the parent of many a “like father 
like child” piece of legislation is stated as,— 

“It shall be the objective and ultimate goal of 
the department to improve and maintain the 
health of the people of the state and to RENDER 
FREE OF CHARGE, under rules and regula- 
tions to be prescribed by the department, all 
medical, surgical, dental, nursing care and treat- 
ment and all other services and facilities known 
to science and designed or adapted for use in all 
cases of sickness, accidents, and in childbirth, to 
and for residents of the state, including free 
transportation, to and from hospitals, main- 
tenance in hospitals, the furnishing and supply 
ing without cost of medicines, drugs, and all 
medical, surgical, dental and pharmaceutical 
supplies and appliances required or deemed ad- 
vantageous for the care, treatment, recovery and 


rehabilitation of a sick or injured person.” 


To see that all this is done the Goldstein bill 


also calls for the appointment of a Commissioner 
of Public Health at a salary per annum of 
$15,000. Three deputies, $12,000. It sets up 16 
administrative divisions and establishes these 
salary scales; 


TRAC GI RNIN aid a dy iin 2 sass Goi wap $ 600-$ 1,200 


Junior Physicians and Dentists ......sseeeeees 2,000- 2,750 
AbMiNaNe- PRGRCANS. 6.6 b sae AN 3,000- 3,750 
SERA i. agg des aired sein hie 3 dia Oh agi d keg ie ae ers 4,000- 4,750 
OOM ae ctirtiiiern 86k BEAT AEE ORE PARLE DEER LERS 5,000- 6,000 
Specialists and Consultants ............-------- 7,000- 10,000 


AND ALL THIS MIND YOU FEDER- 
ALLY CONTROLLED, NOT SCIENTIFIC- 
ALLY CONTROLLED, BUT CONTROLLED 
BY POLITICS AND POLITICIANS AND 
FROM FUNDS FROM THE POCKETS OF 
THE TAXPAYERS WHO ARE AS LIABLE 
TO REVOLT AS DID THE HARASSED 
PAYERS OF TITHES IN EIGHTEENTH 
CENTURY FRANCE. 

This Goldstein bill also provides, as it goes on 
its way of making medicine a STATE UTIL- 
ITY, and the practicing physician a political 
henchman, that “in event an insufficient number 


of persons elect to become members of the staff 
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pursuant to this section within one year after 
this section as hereby amended takes effect, any 
additional number of staff members shall be pro- 
cured by aiding students and prospective stu- 
dents to obtain the necessary training, experience 
and qualifications at professional schools and 
colleges with a financial subsidy of not to exceed 
one thousand dollars per annum to each such 
student who will agree upon graduation from 
such school or college, to elect to become a mem- 
ber of the staff subject to the terms and provi- 
sions of this chapter and the rules and regula- 
tions of the department for a period of at least 
three years.” 

Nor is this predicament that of medicine alone. 
{t affects commerce and industry. Well has it 
been cited that “State medicine was first intro- 
duced in Russia and Germany. When the doctor 
iu those countries was placed under a politically 
controlled set-up, such as the Wagner bill would 
establish, all other professions—clergymen, law- 
yers, engineers, architects—as well as business 
itself passed under state control. Behind the 
Wagner measure is a similar bid for far-reaching 
power.” 

Under the Wagner act the total appropriations 
from June, 1939, until June, 1942, would be 
$439,000,000 and upon this the comment is 
made: 


pede SS are rrr $ 89,000,000 
Por 10G-Funs 96, 1941...........000ceeserceeees 120,000,000 
FOE CPOE NG. BG, TER ik cn ons ecb dee eresieveses 230,000,000 

“On the basis of the administration’s billion 
dollar thinking and expenditures, the actual ap- 
propriations do not seem unduly large, but each 
section carries provisions for unlimited expendi- 
tures—once the machinery is established. On 
the basis of the rate of progression established, 
the total cost would exceed two billion dollars in 
1945 with no limitation on expansion. 

Every dollar of State expenditure for medical 
services would be subject to the approval of some 
Federal department or bureau—Labor or Treas- 
ury Departments or the Social Security Board. 
And the larger the State outlay the more can be 
expected from the Federal Treasury. 

“Worse still, the federal agencies at their dis- 
cretion may allocate funds to the States on the 
basis of population or of ‘financial resources of 
the State.’ They could allot to such low income 
States as Arkansas or Mississippi two dollars for 
every one dollar expended by the State. They 
could allot to such populous States as New York 
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and Illinois only one dollar for every State-ex- 
pended two dollars.” 

One of our sanest thinking laymen, Merle 
Thorpe makes this comment on the situation in 
“Nation’s Business.” 

‘Everywhere liberty is on the defensive. The 
rights of minorities are suppressed. Freedom of 
discussion, the right to differ, the right to live 
one’s own life, these things are denied today to 
millions upon millions of the earth’s population. 

“What is happening abroad is no local affair. 
America is not immune. It can happen here. 
There are no international barriers or immigra- 
tion walls against the contagion. The pity of 
it, the irony of it, is that the cause of state- 
coercion is led by those who label themseives 
‘liberals.’ In the name of this pseudo-liberalism, 
individual freedom, both economic and political, 
is called upon to sacrifice itself in favor of more 
political boards, bureaus, commissions, federal 
corporations, and authorities, to sell its birth- 
right of written law for the uncertain hour-by- 
hour compulsion and discipline of petty rulers. 

“At those who oppose the whim and favoritism 
of administrative law, the neo-liberals stick out 
their tongues and cry “Tories, Reactionaries.’ 
Vociferously announcing their liberalism, they 
forget that this nation is great because it has en- 
couraged the growth of the individual, because it 
has abhorred repression and restriction of the 
private citizen. They forget that it was an ab- 
sence of the spurious liberalism of today which 
made possible the American saga, an absence of 
feudal edicts and legislative fiats in the economic 
field. They forget that true liberalism founded 
America, nurtured it, and watched it grow 
strong.” (Italics Ours.) 

Right here is in order a quotation from the 
editorial columns of the Journal of the A. M. A. 
under date of March 11, 1939, that some of our 
readers may have missed. It runs in part: 

“The House of Delegates of the American 
Medical Association, in considering the National 
Health Program, approved expansion of public 
health service where need could be shown, ap- 
proved medical care to the indigent and to the 
medically indigent where need could be shown, 
and approved even expansion of hospital con- 

struction, provided the need could be demon- 
strated, recommending, however, utilization of 
existing facilities to the utmost before a new 
building program was authorized. The House of 
Delegates also approved the principle of assist- 











Bur 
advi 
thei: 
sibil 
mad 
legis 
light 
and 

eral 

parti 
vidu 


man 


BIT] 


PR 


Mi 
journ 
and t 
of th 
lish ¢ 








row 


the 
Rs Ay 
our 


rican 


ional 
ublic 


issist- 





May, 1939 


ance to the worker for temporary disability re- 
sulting from illness. Now the Wagner act goes 
far beyond these recommendations: First, it au- 
thorizes the expenditure of vast sums before the 
need has been shown; second, it expands tre- 
mendously the work of the Children’s Bureau, 
the United States Public Health Service and the 
Social Security Board, without any demonstra- 
tion that such expansion is warranted; third, it 
proposes to place the state health officers in a 
commanding position as far as concerns the dis- 
pensing of the funds allotted, subject only to ap- 
proval of all plans by the federal agency to which 
the task is assigned. Vast funds are provided for 
the construction of hospitals and health centers 
and for their maintenance, notwithstanding the 
fact that there is not yet available any depend- 
able determination of the exact nature and ex- 
tent of needs that prevail. Who can imagine for 
a moment that the money once appropriated will 
not be expended? Finally, the measure intro- 
duces the principle of allotment of federal money 
to the individual states for medical care, by the 
Social Security Board, without specifying the 
means to be used in the individual states for 
providing such service other than to demand the 
approval of the Social Security Board. 

“As is emphasized in the analysis made by the 
Bureau of Legal Medicine and Legislation, the 
advisory councils to be set up are vague as to 
their membership, their duties and their respon- 
sibilities. ‘There is one criticism that is to be 
made above all others in relation to this proposed 
legislation, namely its extreme vagueness in the 
light of the vast sums of money to be dispensed 
and the great powers conferred on certain fed- 
eral officers in the control of the spending, and 
particularly the decision as to which of the indi- 
vidual states shall benefit by the expenditures.” 

It is the duty of every American as a citizen 
and of every doctor as an humanitarian and a 
man of science to DEFEAT THE WAGNER 
BILL. 





PRESS COMMENT ON THE A. M. A. 
INDICTMENT 


Hundreds of editorials have appeared in lay 
journals in defense of the medical profession 
and the relation of the government’s indictment 
of the American Medical Association. We pub- 
lish a few comments. They are typical of the 
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great number that have appeared from time to 
time. : 

A PREPOSTEROUS INDICTMENT 
(St. Louis Datly Globe-Democrat, Dec, 21, 1938) 

The indictment by a federal grand jury at 
Washington of the American Medical Associa- 
tion, three local medical societies and twenty-one 
individual physicians indicates the lengths to 
which Assistant Attorney General Thurman 
Arnold is prepared to go in waging war on what 
he chooses to term monopolies. As a matter of 
course, when Congress years ago passed the 
anti-trust laws it never dreamed that they would 
or could be applied to such conditions as Mr. 
Arnold is now attacking. Indeed, there is no 
reasonable basis either in the spirit or the letter 
of these laws for such official procedure by the 
Federal Government. Mr. Arnold is simply 
making his own laws and by means of criminal 
indictments on charges that in no proper sense 
can be regarded as criminal is endeavoring to 
force organizations which for any reason he does 
no like to consent to regulations of his own that 
Congress has never authorized. The “consent 
degree” which by such coercive procedure he 
forced upon the automobile companies, applying 
to their relations with automobile credit associa- 
tions, is the most recent instance. 

Mr. Arnold is presumably in favor of “Social- 
ized Medicine,” and because the American Medi- 
cal Association—which is said to include in its 
membership 110,000 of the 145,000 physicians 
practicing their profession in this country—is 
actively opposed to the forms of socialized medi- 
cine recently developing here, he subjects the 
Association, and many of its members individu- 
ally, to criminal indictments. The American 
Medical Association contends that the group 
health associations against which it has taken 
its stand tend to lower the high standards of 
medical practice and to break down the close 
relations between the physician and his patient. 
There are certain attractions in the idea of group 
health insurance which appeel to large numbers 
of people, but whether it is really in the public 
interest is a debatable question. Certainly the 
great majority of physicians do not think so. 

And because they do not think so they are, 
through their vast organization, subjected to 
criminal indictment by what is erroneously. 
called the “Department of Justice.” Regardless 
of the merits of the controversy no more tyranni- 
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cal procedure by government could be imagined 
than this in a country that is still supposed to 
be free. It is a threat to every organization of 
citizens, professional or otherwise, that is estab- 
lished for the promotion of common interests. 
If one can be subjected to such pressure others 
can be whenever charges against them can be 
trumped up by an oflicial of the Department of 
Justice disposed to take such action. The 
American Bar Association itself could be made 
answerable to criminal indictments if the De- 
partment of Justice as now conducted saw fit to 
charge it with conduct displeasing to Mr. Arnold. 
While Congress is investigating this, that and 
the other it had better look into the conduct of 
the Department of Justice, else, who knows, it 
may also be indicted. 


MEDICINE AND THE LAW 


(Minneapolis Journal, Dec. 23, 1938) 

The American Medical Association, three local 
medical societies and twenty-one individual phy- 
sicians are now under federal indictment charged 
with violation of the Sherman Act. The indict- 
ments charge interference with spread of group 
medical practice. They mean criminal prosecu- 
tions—a government big stick. 

Whether socialized medicine or group practice 
are desirable social objectives are questions still 
open to debate. Highly complex, they are re- 
ceiving the profound study of some of the best 
minds in the profession itself. But assuming 
for the moment that they are, is criminal prose- 
cution of medical leaders the way to accomplish 
those ends? To ask the question is to answer it. 

This is not to say that wider distribution of 
the best medical service is not desirable. Doctors 
themselves do not deny that there are great num- 
bers of people who, through ignorance, improvi- 
dence or any one of a dozen causes, are living on 
decidedly substandard levels, medically speaking. 
Clubbing and prosecuting the medical profession, 
however, is not the way to bring these groups to 
higher standards. 

In the last five years the profession itself has 
shown its willingness to attempt a solution of 
the knotty problem of medical economics. Be- 
ginnings have been made in many communities 
and some states. These, without exception, have 
been on medicine’s own initiative. They have 
been brought about largely by the pressure of 
changing social and economic forces, and the 
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doctors’ knowledge that we live in an age of 
ferment and new departures. Coercion seems 
wholly unnecessary. 

MISUSE OF A LAW 
(Herald-Dispatch, Huntington, W. Va., Dec. 21, 
1938) 

Application of the Sherman anti-trust law to 
the professions is an idea that only the New Deal 
could have been expected to conceive. The 
launching of a criminal prosecution against the 
American Medical Association is on a brazen- 
ness par with the attempt to pack the Supreme 
Court of the United States. 

Laws, especially federal laws, are peculiar. 
Often they are so worded that their actual pur- 
port can be stretched to points ‘entirely beyond 
the intent of their framers and this may prove 
true in relation to the charges brought against 
the A. M. A. and certain individual physicians. 
But it is patent that the congress which enacted 
a law for the curbing of industrial and commer- 
cial monopolies never dreamed that it might 
some day be used for the harassing of the pro- 
fessions. 

The word “professions” is used advisedly, for 
if it can be applied to physicians it certainly can 
with equal force be directed to dentists, lawyers, 
engineers and any other organized professional 
group—even ministers and churches. 

So far fetched is the Sherman law prosecution 
of the “medical trust” that it can only be con- 
strued as being based on a vengeance motive, 
vengeance because the A. M. A. has been cool 
toward the administration’s medical care pro- 
gram. 

News of this prosecution will stir the nation 
profoundly. Whatever the result of the proceed- 
ings in the courts themselves, they will serve to 
widen, not heal, the breach between the govern- 
ment and the medical profession as well as to 
center the attention of the public on the subject 
of medical, surgical and hospital costs. 


THE DOCTORS ARE INDICTED 


(New York Herald Tribune, Dec. 22, 1938) 

With his indictment of the American Medical 
Association and its eminent officers together with 
its District of Columbia affiliates and several of 
the leading physicians of Washington, Mr. Thur- 
man W. Arnold has fired the second gun of his 
campaign to regulate the vexed question of 
“group medicine” through the unlikely instru- 
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ment of the anti-trust laws. The ordinary 
American entertains, we believe, a high respect 
for the medical profession as composed in gen- 
eral of men of exceptional unselfishness, compe- 
tence and devotion. When he thinks of it, he 
probably admires its powerful official organiza- 
tion—represented by the Medical 
Association and its local societies—for the 
probity with which it has maintained ethical and 
technical standards and policed the profession 
against quackery and venality. It will be diffi- 
cult for Mr. Arnold to convince the public that 
American physicians are a greedy crew and their 
organization a selfish monopoly primarily inter- 
ested in the ruthless suppression of competition. 

On the other hand, the ordinary American is 
coming to regard the leadership of the medical 
association as inclined to err rather heavily on 
that conservative side in facing the real problems 
underlying the economics of medical care in the 
contemporary world. He is being led to doubt 
whether that leadership is fully representative 
of the most alert thought among physicians 
themselves on this social and economic side of 
medical care; and if the facts should tend to 
sustain Mr. Arnold’s allegations of a fairly ruth- 
less suppression, in the District of Columbia, of 
a possibly hopeful experiment in voluntary group 
medicine, it would be difficult for the American 
Medical Association to convince the public that 


American 


its action was either wise or allowable. 

The anti-trust laws seem to us a most unsatis- 
factory instrument wherewith to raise this issue. 
If, as he hopes, Mr. Arnold gets a consent decree 
regulating the Washington situation alone, it 
will leave the Department of Justice with a kind 
of discretionary power over medicine it is hardly 
competent to exercise. If the case is fought 
through the courts, as the medical association 
promises that it will be, it must end either in a 
victory for them, which would leave everything 
as before, or a defeat which might very gravely 
jeopardize their invaluable function of generally 
policing the profession. Now, however, that the 
battle has been joined, it will have to be fought 
out, and perhaps the air will be somewhat clearer 
when it is over. 


THE MEDICAL “TRUST” 


(Atlanta, Ga., Constitution, Dec. 25, 1938) 
Considering the somewhat unrestrained con- 
demnation of the medical profession which 
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emanated from the Department of Justice last 
summer, the indictment of the American Medical 
Association by a federal grand jury comes as no 
startling surprise. ‘Thurman Arnold, assistant 
attorney general, forecast the procedure. He said, 
with reference to closing Washington Hospitals 
to certain doctors affiliated with a group hospi- 
talization plan, that “it is an attempt on the 
part of one group of physicians to prevent quali- 
fied doctors from carrying out their calling.” 

In the legal eye of the assistant attorney gen- 
eral this was a perfect example of a combination 
in restraint of trade, punishable under the Sher- 
man anti-trust act. He considered it his duty, 
presumably, to dissolve the “trust” and punish 
those responsible for its operation. Hence the 
indictment. 

But when the matter is examined in the cold 
light of common sense, with all the political fog 
removed, the premise upon which the indictment 
is based is absurd. The American Medical Asso- 
ciation is no more of a trust, or a combination 
in restraint of trade, than Mr. Arnold’s Ameri- 
can Bar Association, or the national organization 
of architects, or indeed, the American Federation 
of Labor, all of which have prescribed rigid rules 
of practice. 

If a lawyer, or an architect, or a plumber 
violates the rules of his organization he is chased 
out at the first meeting, just as a doctor is ex- 
pelled for practices considered unethical in 
medicine. 

Unfortunately for the idea of a greater expan- 
sion of medical services among the people, many 
shallow-thinking politicians have jumped to the 
conclusion that a simple appropriation of $850,- 
000,000 by the federal government will fill the 
bill. They labor under the delusion that money 
ean buy anything; that a well equipped office— 
beautiful furniture, overstuffed chairs and shiny 
new instruments—means a well equipped doctor. 

The profession of medicine, by its very nature, 
is a monopoly. It couldn’t very well be other- 
It requires at least eight years, from the 
time he graduates from prep school, to fit a 
man merely to start “practicing.” Additional 
years are required to make him into a “doctor.” 
So the standards of practice naturally ascend to 
a high plane. It requires never ceasing vigilance 
to maintain these standards. If they were altered 
to fit some particular social theory, the profes- 
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sion would soon be overrun with all manner of 
smooth-tongued quacks. 

It is not denied there is room for broadening 
and improving the medical care of all the peo- 
ple. The doctors, as a whole, are aware of this. 
They are willing to cooperate. They are coop- 
erating, on a broad front, and in a practical 
way. The nature of the extensions sought, how- 
ever, are such as should call for making haste 
slowly. It must first be decided just what is 
to be done. 

Therefore the indictment under the assump- 
tion that a certain pet scheme in Washington to 
revolutionize medical practice is everything to 
be desired will, in all probability, do more to 
retard than to hasten the movement. 

ABOUT DOCTORS 
(New York Daily Mirror, Dec. 22, 1938) 

Most of the idealism, the self-sacrifice, the 
unselfishness, the burning, passionate interest in 
the welfare of humans, the unflinching devotion 
to their duty, and the deepest religious convic- 
tions that exist in the young men who begin 
their lives in America, you will find in those 
young men who enter medical schools. 

As doctors, these young men have gone on to 
raise the standards of American medicine higher 
than you will find in any of those European 
or Latin American countries. that boast of their 
“socialized medicine.” 

The average American receives medical care 
that is better than the best that the rich or 
the politically powerful can get from their spe- 
cialists in Europe. 

The problems of the American medical pro- 
fession, and its standards, are matters which we 
as a newspaperman cannot hope fully to under- 
stand, would not dare try to dictate. We have 
not had the training of a Man of Medicine. 

By the same token, we do not believe that 
any brush-lipped college professor—who was 
chiefly noted at Yale for his campus-variety wit 
and his delight in the sound of his own voice— 
we do not believe that such a man as Thurman 
Arnold is remotely qualified to set up through 
coercion a code of “fair practice” for those 
skilled men who devote their lives to healing the 
sick. 

We believe that Thurman Arnold has unwit- 
tingly raised an issue that lawyer-politicians 
would prefer to keep quiet: 

How much more of our freedom of action, of 
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our liberties to engage in the exchange of goods 
and services, must we sacrifice to the obsessions 
of legalistic department dictators in Washington 
who have unlimited power to regulate a produc- 
tive system which they do not understand ? 

Such a dictator is this Thurman Arnold, who 
has used his power to indict as a tyrant’s club 
to force the American Medical Association to 
alter a position taken by the democratic action 
of its members. 





YALE LAW JOURNAL AND FORD- 
HAM LAW REVIEW COMMENTS 
ON THE CASE OF THE DEPART- 
MENT OF JUSTICE VERSUS 
THE AMERICAN MEDICAL 
ASSOCIATION 


(An editorial review of recent legal notes which throw some 
interesting light on the background of the proceeding instituted 
by the Federal Department of Justice against the A. M. A., 
et al. resulting in an indictment for alleged coercive practices 
and “restraint of trade.” Will a conviction be sought?) 


As a natural consequence of the growing inter- 
est of legislators in medical-legal questions, there 
have appeared several important comments re- 
cently in legal publications, under such title as 
“Group Practice Versus the American Medical 
Association” (1), “Right of a Corporation to 
Practice Medicine” (2), and “The Ameri- 
can Medical Association and the Antitrust 
Laws” (3). 

In the first note above cited, the Yale Law 
Journal discussed the available remedies of a 
physician expelled from a medical society for 
participation in a contract practice plan ad- 
judged by the society to constitute unethical 
practice. This discussion makes explicit refer- 
ence, and in fact, centers almost completely about 
the case of the Group Health Association and 
the counter action of the District Medical So- 
ciety in disciplining Washington physicians who 
contracted with the Association. 

A, M. A, CASE PRESAGED IN NOTE 


Here one finds set forth in the spring of 1938, 
the intellectual background (if such it may be 
termed) of the Government’s case against the 
American Medical Association for alleged re- 
straint of trade, coercive and monopolistic prac- 





(1) Yale Law Journal, Vol. 47, pp. 1193-1201, 1938. 

(2) Yale Law Journal, Vol. 48, pp. 346-351, 1938. 

(3) Fordham Law Review, Vol. 8, pp. 82-102, 1939. 

Republished (by permission) from Westchester Medical Bulie- 
tin, April, 1939. 
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tices. It may be recalled that the Yale Law 
School is the alma mater of one Mr. Thurman 
Arnold. The writer of this note points out that 
there is an important difference between the equi- 
ties concerned in an expulsion of a member from 
a social club and those of a physician expelled 
from a medical society, observing that when a 
dispute centers about a medical question “the 
State is vitally interested in safeguarding the 
fair trial of an experiment designed to lend the 
assistance of private resources to the solution of 
a problem which clearly involves the common 
weal: national health.” Pursuing this thought, 
the writer finds that “expulsion from labor 
unions afford neater analogies” than erpulsions 
from social or other organizations in that ex- 
pulsion of a member of a labor union deprives 
him in some respects of a “property right.” 

The Yale note continues: “Taking his cue 
from such cases the expelled doctor might con- 
tend that the By-Laws of the District Medical 
Society as here applied, are in restraint of trade 
and therefore contrary to public policy. Although 
the suggestion that medicine is a trade may be 
tinged with irreverence (could he have meant 
irrelevance?) , its aptness can scarcely be doubted 
in view of the impact of modern business upon 
the profession.” 

Although the writer of this note pointed out 
last spring that the ultimate fate of experiments 
designed to reduce the cost of medical care will 
not be determined by “the success or failure of 
some expelled doctors in securing from hesitant 
courts a few scattered reinstatement decrees,” 
and urged that “the most effective alternative is 
to press present plans for a Congressional inves- 
tigation of organized medicine” ;—nevertheless, 
as events subsequently have shown, the Depart- 
ment of Justice was not overly impressed with 
the prospects of “smearing” the American Med- 
ical Association by means of a Congressional in- 
vestigation, which might also include within its 
scope of inquiry the real genesis and the inspira- 
tion of the Group Health Association, Inc., it- 
self, Accordingly, Mr. Arnold considered it 
preferable to seek indictment on a criminal 
charge, which would permit him to present his 
obviously flimsy legal case without giving his op- 
ponent any opportunity to dispute his conten- 
tions in the proceedings leading to the indict- 
ment. 
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PUBLICITY PREJUDICES DEFENDANT 


The publicity which accompanied the indict- 
ment proceedings, and which was featured by a 
number of public addresses by members of the 
staff of the Department of Justice even while the 
indictment proceedings were under way, was 
doubtless calculated to “smear” the A. M. A. sut- 
ficiently at least to embarrass any further resist- 
ance to such contract practice schemes as the 
government may wish to inspire or finance. 

In the second article cited above, which also 
appeared in the Yale Law Journal in December, 
1938, consideration is given to the existing legal 
encumbrances to the corporate practice of medi- 
cine which may stand in the way of the free-for- 
all, “open shop” practice of medicine by cut- 
rate groups, group health associations, medical 
cooperatives, and other organizations govern- 
ment-financed or otherwise. 

Reference is made to two recent cases: one 
that of the Pacific Health Corporation, and the 
other the Group Health Association, Inc., of the 
District of Columbia. In the California case, 
involving a stock corporation organized by lay- 
men to operate for profit, Attorney General in- 
stituted proceedings and his claim was sustained 
that the organization was engaged in the unlaw- 
ful corporate practice of medicine. For a fixed 
price the company sold contracts which entitled 
the holders to medical services by designated 
physicians who were not employed by the corpo- 
ration but paid by it according to the services 
they performed. 

An opposite result was reached in the District 
of Columbia case where the Group Health Asso- 
ciation, a non-profit corporation, organized by 
Federal employes to provide medical service on 
a monthly payment basis through salaried physi- 
cians, sought a declaratory judgment to deter- 
mine its legal status. The Yale Law Journal 
note states that in the Group Health Association 
case “the court distinguished the admittedly il- 
legal practice of medicine by a corporation from 
mere contracts to furnish the services of physi- 
cians to members of the corporation, and rea- 
soned that since one person may contract in ad- 
vance for the services of a physician over a pe- 
riod of time, an incorporated group of persons 
may do likewise.” 

A DISTINCTION WITHOUT A DIFFERENCE? 

Thus the conflict between two opposing points 
of view with regard to the practice of medicine 
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by a corporation seems to lie in this distinction 
between “practicing medicine” and “furnishing 
medical services.” The writer of this Yale note 
points out that while numerous state statutes di- 
rectly forbid the corporate practice of law, ex- 
press prohibition of the corporate practice of 
medicine is rare, and usually, as in New York 
State, for example, denial of the right of some 
corporations to practice medicine has been based 
upon statutes which outlaw the practice of medi- 
cine by unlicensed persons, the further assump- 
tion being that a corporation is legally a person. 
“The obvious inability of a corporate entity to 
meet the educational and character requirements 
prerequisite to a license is said to inhibit a cor- 
poration from practicing medicine,’—an inter- 
pretation which has many supporting precedents. 

The Yale note contends, however, that the pur- 
pose of the State Licensing Statutes is to pre- 
serve public health by excluding from practice 
persons with in adequate ability, morality and 
training, and that a corporation should legally 
be able to employ physicians without the corpo- 
ration itself being licensed, so long as the em- 
ployed physicians are properly licensed and their 
professional activities are not interfered with by 
unlicensed or improperly qualified persons. “Only 
when lay officers or directors exercise substantial 
supervision over the professional activities of the 
physicians employed is there ground for arguing 
that the corporation is enabling unlicensed per- 
sons to practice medicine.” And, it is further 
pointed out that this realistic viewpoint is sup- 
ported by the fact that private hospitals, sani- 
tariums, educational institutions, and industrial 
concerns all administer various types of medical 
services to their members or employes through 
staffs of physicians hired and paid on a full or 
part time basis, showing that some kinds of cor- 
porate practice are tacitly permitted even in 
states which do not permit the more obvious 
types of corporate practice of medicine. 

The Yale author feels that any distinguishing 
basis between the challenged forms of outright 
corporative practice of medicine and the type al- 
ready accepted “must be fanciful indeed.” He 
feels that the fears as to the possible destruction 
of the patient-doctor relationship and the pos- 
sible commercialization of medicine in corpora- 
tive practice should not justify barring corporate 
medical service entirely, but he suggests that “a 
more sensible solution is for the state to com- 
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bine its recognized regulatory powers over corpo- 
rations and professions in order to curb objec- 
tionable professional activities,” and he feels also 
that when full professional freedom is granted 
to its doctors by a non-profit corporation, there 
appears to be no valid excuse for excluding the 
corporation from the medical field. He suggests 


‘ that legislation be enacted “specifically author- 


izing the corporate form but carefully regulating 
its activities so as to insure the highest response 
to professional ethics by the corporation as an 
entity and by its physicians.” 

The third article cited above appears in the 
Fordham Law Review for January, 1939, and it 
is prepared by Joseph Rosenheck, M. D., who is a 
member of the third year class at the Fordham 
University School of Law. The writer attempts 
to answer these three questions: 


1. Is the Group Health Association, Inc., il- 
legally practicing medicine? 

2. Are the actions of the Medical Society of 
the District of Columbia a legal and reasonable 
exercise of the Society’s functions? 

3. Is medical service such a commodity as to 
come within the purview of the Sherman and 
Clayton Acts? 

Taking up the first of these questions, the 
writer makes the interesting point that since the 
practice of a learned profession involves a con- 
fidential relationship, if a corporation were li- 
censed to practice law or medicine there would 
be a dual allegiance, because the corporation can 
act only through its agents and employes who 
would owe a duty to the corporation as well as 
the patient or client and such duties in many 
instances might conflict. He points out further 
that the Justice of the United States District 
Court who felt that Group Health Association, 
Ine., was not practicing medicine, justifying his 
decision on the ground that the corporation itself 
did not prescribe for the sick, but only through 
its hired physicians, who he claims are really 
“independent contractors.” However, the writer 
points out that it is a fundamental rule of law 
that a corporation is an entity separate and dis- 
tinct from its members, and that this entity or 
fictitious person can only act through its agents 
and employes. Hence, he reasons that if: this 
corporation, through its agents is rendering med- 
ical services, it, the corporation, is illegally en- 
gaged in the practice of medicine. 
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WHEN IS A PROFESSION NOT A PROFESSION ? 


He further points out that the law does not 
pretend to divide the practice of a profession into 
departments, on one side the professional serv- 
ices and on the other the business relations, and 
hence, he contends that even if the physicians in 
this case were independent contractors, neverthe- 
less, this corporation could not legally manage or 
conduct the business side of the practice,—since 
the practice of a profession is treated as a whole. 

The question of whether the District Medical 
Society was engaged in a legal and reasonable ex- 
ercise of its functions need not concern us in this 
discussion, except to note that this writer very 
ably upholds the contention that it was legally 
and reasonably engaged, and so far as we know, 
no one has disputed this contention. In this con- 
nection the writer also points out how radically 
the conditions of medical service under the 
Group Health Association plan violated the most 
essential principles of ethics of the American 
Medical Association and how inevitable and 
necessary was the Association’s opposition to this 
plan. 

Taking up finally the question of whether med- 
ical service is such a commodity as to come 
within the purview of the antitrust statute, the 
writer traces the history of the important Su- 
preme Court decisions bearing upon the inter- 
pretation of the phrase in the Sherman Act 
which reads “conspiracy in restraint of trade or 
commerce among the several states,” showing 
that this phrase has been construed to be irrele- 
vant to cases where laborers were merely attempt- 
ing to protect their legitimate interests,—even 
when such attempts were accompanied by inci- 
dental evidence. 

IS MEDICINE “INTERSTATE COMMERCE” ? 

As to the definition of “trade or commerce 
among the several states,” the writer notes that 
the Clayton Act definitely stated that labor is 
not a commodity or article of commerce and Sec- 
tion 17 of that Act also decreed to labor, agricul- 
ture, and horticulture the right to form organiza- 
tions for mutual help and assistance and pro- 
vided that such combinations were not to be 
deemed violations of any antitrust law, nor were 
they to be considered in restraint of trade. 

On the question of whether medical service is 
labor, the writer finds only one direct precedent 
bearing absolutely upon this question, in which 
it was held that the practice of medicine or surg- 
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ery is labor; and like other forms of labor it de- 
cidedly cannot be classified as a commodity of 
trade or commerce and that therefore such serv- 
ices do not come within the purview of the anti- 
trust laws. There are similar dicta in other cases 
and there are numerous cases where by analogy, 
as the author points out, we must arrive at the 
same conclusion. 

As to whether medical practice is interstate in 
nature, the Fordham author does not feel it 
necessary to labor this point, although he cites a 
number of analogous precedents which establish 
that such service cannot be conceivably interstate 
in nature. Hence, he concludes: “We have seen 
therefore that medical service is neither a com- 
modity of trade nor commerce; and that it is not 
interstate in character. We have also found that 
restraint of trade when found in interstate com- 
merce must be direct and immediate rather than 
indirect, remote, or incidental;—so that if. we 
could classify the actions referred to by Arnold. 
as restraint, they would surely be remote and in- 
cidental. Finally, we have found that the Clay- 
ton Act expressly gives labor the right to organ- 
ize for the legitimate protection of its interests, 
and elsewhere in this article we found that phy- 
siclans as members of a society or association, 
under proper circumstances, have the right to 
censure, suspend or expel members for violation 
of the rules of their organization... .” 

“Tf, therefore,” he concludes, “the views of our 
higher courts were to change suddenly and an 
adverse opinion were to be rendered in accord- 
ance with the beliefs of the Department of Jus- 
tice, then we would be obliged to change all our 
previous concepts and notions concerning anti- 
trust laws and retrogress to the days of the fixed 
common law views on the subject. The likelihood 
of such dramatic change in judicial outlook 
seems rather remote without further legislative 
intervention.” 





MISTAKES IN THE SOCIAL SECURITY 
LAW 


Los Angeles Evening Herald and Express, 
March 21, 1939, comments on the mistakes. in,, 
social security law. We quote: 

With many groups clamoring for “freezing” -or 
lowering of Social Security pay-roll taxes; the 
House Ways and Means Committee is now hear- 
ing testimony of experts in preparation for a 
decision on this issue, and expansion of the law. 
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Future cost of the old-age annuity plan is one 
of the major problems being studied. 

Washington, March 21.—Disclosure that seri- 
ous errors were made by experts advising Con- 
gress when the far-flung Social Security Act was 
enacted, today raised pending revision of the law 
to the status of a major congressional issue. 

While friends of the system declared that, even 
if errors were made in charting the future cost 
of the plan, it still is sound, its critics called for 
a complete reexamination of the entire system. 

The House Ways and Means Committee, fol- 
lowing recent testimony of Dr. E. E. Witte of 

' Wisconsin University, chief administration wit- 
ness when the law was enacted in 1935, planned 
further investigation into future costs of the old- 
age annuity plan which affects more than 30,- 
000,000 people. 
FORESEE GENERAL LEVY 


When the old-age annuity plan was adopted, 


with both worker and employer paying pay-roll 


taxes to build up a reserve fund out of which to 
pay pensions to those over 65, it was estimated 


that the plan would be self-sustaining for at 
least thirty years, 

Payroll taxes, beginning at 1 per cent each 
and rising to 3 per cent each in 1949, were levied 
to finance the system. The basis of the actuaries, 
according to Doctor Witte, is now shown to be 
in error, 

A general levy of government taxes to help 
support the system, it is now estimated, may 
come much earlier than was expected. Eventual 


cost of old-age pensions is expected to equal a 
pay-roll tax of 10 to 13 per cent, 


ERRORS OF EXPERTS LISTED 
Errors of actuarial experts listed by Doctor 
Witte, executive director of the Committee for 
Economic Security, which recommended the So- 
cial Security Act, included: 
1. Whereas actuaries 


would draw benefits in 1980, new estimates indi- 
cate that 13,000,000 will be eligible for pensions, 
2. The national birthrate is declining much 


more rapidly than was shown in figures on which 
experts based estimates. This means greater pro- 


estimated 6,000,000 


portion of old people in the future. 
3, People will live longer than the figures of 


from 10 to 15 years ago indicated for the future. 
4, Old-age annuity pay-roll taxes were based 
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upon an average wage of $1,100 a year. In 1937 
the average was only $867. 

5. Error was made in calculating the number 
of persons .in exempted occupations who would 
work part of time in covered occupations, and 
thus become eligible for benefits. 

All of these factors, it was explained, mean 
that the future cost of old-age annuities will be 
far greater than was anticipated. 

MAY HAVE TO LEVY TAXES 

The result is that, unless pay-roll taxes are in- 
creased, the government may be confronted in 
the future with the necessity of levying taxes to 
support the aged, which will either cause collapse 
of the system or interfere with the credit of the 
government. 

The situation was cited by various congres- 
sional groups to push their own plans of revising 
the Socia) Security Act. 

Administration leaders declared that testimony 
of Doctor Witte, who vigorously defended the So- 
cial Security Act, shows the necessity of keeping 
the present-pay-roll taxes and letting the future 
increases go into effect. They insist that it wipes 
out the Republicans’ claim that the huge reserve 
fund being built up in the early years of the law 
is unnecessary. 

Rep. Jenkins, Republican of Ohio, a member 
of the Ways and Means Committee, declared that 
the disclosure shows “the fallacy of the present 
plan and that Congress must adopt a pay-as-you- 


+ > 
go policy. 





CALIFORNIA DOCTORS RAP HEALTH 
BILLS 
Los Angeles Times, March 24, 1939, says the 
proposal by the State of certain legislation is 
called socialistic. We quote further: 
Vigorous opposition to compulsory health in- 
surance bills pending in the California Legisla- 


ture which they hold will introduce a socialistic 


and European health system was voiced last 


night by speakers before an emergency meeting 
of the Los Angeles County Medical Association. 


The meeting, called by the Association Coun- 
cil, headed by Dr, Ralph B, Eusden, was held in 
Polytechnie High School auditorium and brought 
out a record attendance of two thousand medical 
leaders. 

RISING VOTE 


In a rising vote, called for by Dr. Lowell Goin, 
Speaker of the House of Delegates of the Cali- 
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fornia Medical Association, an estimated two 
thousand physicians and surgeons registered 
their disapproval of the two pending measures. 

The bills under fire are Senate Bill No. 1127 
and Assembly Bill No. 2172. Dr. Samuel Ayers, 
Jr., who attacked the asserted bureaucratic pow- 
ers which would be placed in the hands of lay- 
men under the compulsory plan, said: 

“Compulsory medicine, as provided in these 
bills, would result in perfunctory, unscientific, 
slap-dash services rendered by harried and un- 
derpaid doctors in crowded offices. 

UNHAPPY PICTURE 

“Increased taxes and the political spoils sys- 
tem would complete the unhappy picture. 

“State control of medicine would be only the 
forerunner of state control of dentistry, then law, 
then the press, and, finally, labor. Then the pic- 
ture of totalitarianism is complete. 

“Mhese bills are in no sense progressive legis- 
lation and have no place in the program of a 
progressive administration. It is unadulterated 
racketeering at the expense of an honest profes- 
sion.” 

STEPS ALREADY TAKEN 

Allen W. Widenham, general manager of the 
California Physicians’ Service, said that organ- 
ized medicine already has taken steps to provide 
adequate medical care in California.” 

He referred to the medical service sponsored 
last December by the California Medical Asso- 
ciation, which is a voluntary health prepayment 
plan. 

Dr. William H. Daniel, president of the Los 
Angeles County Medical Association, declaring 
the proposed legislation “vicious,” said it “would 
force on California an inferior grade of medicine, 


as has been the experience in Europe. 


“We as an organized body of medical men, de- 


mand that we be allowed to continue the prac- 
tice of medicine as it has been done, without any 


third party coming in between doctors and 


patients.” 





WISCONSIN STATE MEDICAL SOCIETY 
TO HONOR DOCTOR BEAUMONT 


On August 30, 1939, the Wisconsin Medical 


Society furnishes a huge tablet in honor of Doc- 
tor Beaumont at Prairie du Chien, Wisconsin. 


Speakers of national reputation will appear on 
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the occasion, doctors of prominence from all 
over the United States will attend the meeting. 

A life summary of Dr. Beaumont is inter- 
esting and is reproduced for convenience of the 
medical profession as well as the laity. 

LIFE SUMMARY OF DOCTOR BORN 1785, DIED 1853 

1785, Nov. 21—Born at Lebanon, Conn., son 
of a Revolutionary soldier. Attended village 
school. As the result of an accident when a 
small boy, developed defective hearing which 
became more and more pronounced and was life- 
long. 

1806— Left home, aged 21, traversed western 
Massachusetts and Vermont, arriving in spring 
of 1807 at Champlain, N. Y., where he taught 
school three years. 

. 1810—Went to St. Albans, Vt., to study medi- 
cine under Dr. Benj. Chandler. 

1812, June--Received license from Vermont 
Medical Society to practice medicine. Went to 
Plattsburg, N. Y. Enlisted as Surgeon’s Mate 
in the U. S, A, and served during War of 
1812-14. 

1815—-Entered private practice with Dr. G. 
Senter in Plattsburg. 

1816—Re-entered army. 

1820—Ordered to Mackinac under Gen, Ma- 
comb, 

1821—Returned to Plattsburg and on August 
21 married Mrs. Deborah Green Platt. A few 
(lays later they departed for Mackinac. 

1822, June 6—Alexis St. Martin wounded and 
placed under Dr. Beaumont’s care. 

1823, April—Dr, and Mrs, Beaumont took 
Alexis into their home. 

18%4—Dr, Beaumont sent complete report of 


St. Martin’s case to Surgeon General Lovell, 


U.S. A, 

1825—Medical Society of Michigan Territory 
made Beaumont an honorary member in recog- 
nition of his report, 

May-—First series of experiments. 

June—Ordered to Ft. Niagara. Visited Platts- 
burg. St. Martin ran away to his Canadian 
home. 

1826—Ordered to Green Bay. 

182%—Served as Surgeon under Maj. Whistler 
in W innebago uprising, 

1828—Ordered to Prairie du Chien, arriving 


August 5. 


1829—St. Martin found by American Fur 
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Company officials and brought to Prairie du 
Chien. Beaumont resumed experiments, record- 
ing 56 between December 6, 1829, and April 9, 
1831. 

1831—St, Martin, with Beaumont’s permis- 
sion returned to Canada. 

1832—Dr. Beaumont served in Black Hawk 
War. Being granted six months’ leave of ab- 
sence left Prairie du Chien August 23 for Jeffer- 
son Barracks, St. Louis, in charge of wounded 
militia, and proceeded to Plattsburg. Alexis re- 
turned and they went to Washington where 116 
experiments were recorded between December 1, 
1832, and March 1, 1833. 

1833—Returned to Plattsburg. 
College, Washington, D. C., and Connecticut 
Medical Society each conferred honorary degree 
of Doctor of Medicine. 

December—Dr. Beaumont’s book, “Experi- 


ments and Observations on the Gastric Juice 


and the Physiology of Digestion,” was published 


in Plattsburg. 


Columbian 


1834—Leave of absence ended. Ordered to 
St, Louis, arriving July 9, 

1838—Sir Andrew Combe, eminent English 
physiologist, published in England an edition 
of Dr. Beaumont’s book. 

1839—Resigned from army and entered pri- 
vate practice in St Louis, 

1840—Was offered chair of surgery at the first 
medical college established west of the Missis- 
sippi, at St. Louis University. Elected Presi- 
dent of St. Louis Medical Society. 

1853—Died at his home in St, Louis on April 
25 and was buried in Bellefontaine Cemetery. 

1916—Papers, letters and books of Dr. Beau- 
mont were given to the library of the Medical 
School of Washington University, St, Louis, Mo., 
by Miss Irwin, a granddaughter. They are now 
housed under lock and key in what is known as 
the “Beaumont Room.” 

1931, Aug. 19—Misgs Sophie Beaumont, 
daughter of Israel Beaumont, the doctor’s son, 
writes from Ephraim, Wisconsin: “My cousin 
Miss Lily Beaumont Irwin died in 1916 at St. 
Louis, leaving my brother Ethan Allen Beau- 
mont, my sister Julia B, Cummings, of Orange, 
California, and my sister May Beaumont and 
myself only surviving grandchildren of Dr. 
Beaumont.” 


1931, Sunday, August 380—Dr. Beaumont 
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memorial dedication at Prairie du Chien, Wis- 

consin. 

A DOCTOR WRITES OF EARLY HISTORY 
OF THE NORTHWEST COUNTRY 


Dr, P, L, Scanlan, graduate of Rush Medical 
College, 1891, and resident of Prairie du Chien, 
Wisconsin, has written a history of Prairie du 
Chien, Wisconsin, from the day when it was 
the first settlement in the northwest to the 
present time. 

The book is entitled PRAIRIE du CHIEN: 
FRENCH, BRITISH AND AMERICAN, The 
work covers a period from about 1630, it de- 
scribes the activities of the early explorers, fur 
traders, missionaries. The work is not local in 
character, it is descriptive of the activities of 
the early settlers, their explorations up and down 
the Mississippi to New Orleans, up and down 
the Wisconsin river to Green Bay; to the Mack- 
inac Island; to Albany, indeed the work is 
almost a history of the northwest territory. 

Dr. Scanlan presents facts, figures, names and 
photostatic copies of federal and other records 
which portray the results of his intensive re- 
search work. It is indeed an interesting volume, 
replete with facts and references. 

The volume is the result of fifteen years of 
arduous, painstaking work on the part of Dr. 
Seanlan. Besides study of original records of 
the State Historical Society and records in 
Prairie du Chien, such as the Register of St. 
(rabriel’s church written in early years in 
French, the author visited St. Louis, Quebec and 
Montreal to obtain first hand information. 

Several years ago the author spent months in 
Washington, D. C., doing research in the Con- 
gressional Library and the War Department 
records. 

The volume particularly features this origina) 
source of material in its chapters on military 
occupation and fur trading days in Prairie du 
Chien. 

The work also covers some of the history of 
Green Bay as well as some of the general history 
of Wisconsin. The work represents an array of 
facts never assembled before. There are 13 
chapters, approximately 300 pages, with appen- 
dices, notes, index and a few maps made espe- 
cially for the author. 


The author devotes considerable space to a 
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description of the activities and life of Doctor 


Beaumont while stationed at Fort Crawford at 
Prairie du Chien. 

‘The work appears in clear type and good paper 
and attractive red binding. 

The work is published by THE BANTA 
PUBLISHING COMPANY, MANASHA, 
WISCONSIN, Price $2.50, 





PRATSES PROFESSIONAL SERVICES 
FUNELY GIVEN BY DOCTORS 

Westbrook Pegler, Chicago Daily News, Au- 
gust 10, 1938, says: 

The problem of medica) and surgical treat- 
ment for the masses is cluttered with undeserved 
pity for people who have convinced themselves 
that they can’t pay the doctor for easing their 
pains or saving their lives, but could do so if 
they tried. 

The doctors of this country give away more 
free goods off their shelves than the members of 
any other profession, including the actors and 
musicians, who come next. They have their 
gyps and rotters, their publicity-crazy hams and 
ignoramuses, but they do more good for suffer- 
ing humanity and in critical moments than the 
members of any other calling. 

Of course, it will be argued that they should 
do this because they are in a position to. That 
is their job, But the fact is, nevertheless, that 
they do give this service, and it is a further 


fact that society doesn’t appreciate the good they 


do. People overemphasize their mistakes of judg- 


ment or negligence, forgetting that a doctor’s 
mistake is more likely to have fatal or, anyway, 
dreadful consequences than a mistake by a 
plumber, a grocer or a journalist. 
DOC'TOR’S MISTAKES OVEREMPHASIZED 
I the work of the plumber springs a Jeak, if 
the grocer sends snookies instead of snackies, 
or if the reporter names W. C. Smith as core- 
spondent in the divorce story when it should 
lave been W. G. Smith, that means very little 
paint off anyone’s fenders. But let a doctor 
make a comparable mistake and there is all heck 
to pay, on top of the fact that maybe he stood 
to be swindled out of his pay—or most of it, 
anyway—even if he had done a bangup job, 
There are many phases of the question, but [ 
mean to stick to this one for today’s lesson. 1 


am thinking of those who think that $200 is 
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an outrageous price to pay for the removal of 
an appendix which has developed the menacing 
nature of a bomb in the patient’s inwards. The 
surgeon gets the victim into a hospital as quickly 
as possible, gives him a jab of something to relax 
him and in a very short time is delving around 
in his giblets without 50 cents on the line to 
pay for laundering his smock. 
RESENTS DOCTOR'S BILL 

So the patient gets well, and when the bad 
news comes he forgets that feeling as of a litter 
of porcupines, frisking about in his abdomen, 
forgets how scared he was and his alarm for the 
security of his dependent family, and calls the 
doctor a burglar. Why, he makes only $25 a 
week, and so insteead of paying the doctor a 
dollar a week, as he would pay the instalment 
man for the radio or sewing machine, his policy 
is to skip it entirely. He forgets also that if 
the surgeon hadn’t done his stuff promptly and 
well, specialized stuff that nobody but a surgeon 
could have done, his family would be on the 
town right now. 

{f a patient can pay small amounts to a co- 
operative over a spell of years for treatment 
which he may need in the future, he can just as 
well pay a doctor a stated amount each week 
over a long term for treatment which he has 
already received. But in too many cases he just 
won’t, and the doctor is accused of bearing down 
on a man who can’t afford to pay for the saving 
of his life, but can manage somehow to come 
up with the price of many nonessentials, 

Many doctors nowadays serve patients in the 
public clinics who are able to pay reasonable 
professional rates for their treatment. In this 
way the doctor is compelled to rob his own 
family of the just rewards of his work so that 
other men’s families may deadhead it. 

PATIENTS MISREPRESENT INCOMES 

Patients lie about their income and pretend 
to be in tatters who ought to be told to decide 
which they value more, their money or their 
lives. And the ethics of the profession and sen- 
timental sympathy for the invalid are such that 
if the patient were asked to stand for a frisk to 
prove his inability to pay, that would be a callous 
outrage and the doctor would be an extortionist, 

But there is no great wrong in that, consid- 
ering how minutely the people’s affairs are 


searched by the income-tax men. We hear that 
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it is degrading to the applicant to send investi- 
gators nosing into their family earnings, if any, 
when the problem is one of relief or medical 
treatment, but that is something that all those 
who have taxable incomes must submit to at any 
time the government feels inquisitive. 

There is more or less larceny in all the human 
race, and this problem of medicine for the 
masses would be less difficult if those who can 
pay were prevented from appealing to public 
sympathy at the doctor’s expense by mingling 
with the truly destitute. 





IS THE REFUGEE PHYSICIAN A PROBLEM? 


APPROXIMATELY 2,000 HAVE BEEN ADMITTED TO THE 
Unirep States SINCE 1933 


Not so many years ago, it was considered a mark 
of great distinction for an American doctor to study 
in Europe, especially in Berlin or Vienna. When he 
returned to the United States, his reputation was aug- 
mented and his practice increased. Since the World 
War, and more particularly since the triumph of its 
aftermath, totalitarianism, in Nazi Germany in 1933, 
the situation has been reversed. 

Totalitarian suppression of free, democratic, scien- 
tific thinking coupled with persecution of men and 
women who differ from the dominant totalitarians in 
race, creed or political opinion, has thrust world leader- 
ship in medicine upon the United States. It has also 
created the problem of caring for displaced foreign 
scholars and scientists, including physicians, who have 
been fortunate enough to escape to the United States. 

Offering haven for oppressed peoples is a peculiarly 
American problem. Since 1620, when the Pilgrim 
Fathers disembarked from the Mayflower at Plymouth 
Rock, the continent of America, “the New World” has 
enjoyed and upheld the tradition of sheltering and sus- 
taining political or economic refugees from the “Old 
World.” 

That American physicians have not been unmindful 
of the American tradition is illustrated by the very 
existence of voluntary groups devoting time and money 
to the solution of the problem of the refugee physician. 
Two of these organizations are the Boston Committee 
on Medical Emigrés, 114 Riverway, Boston, Mass. 
(chairman, Dr. David L. Edsall), and the Emergency 
Committee in Aid of Displaced Foreign Medical Scien- 
tists, 59 East 75th Street, New York City (chairman, 
Dr. Emanuel Libman), with a nationwide member- 
ship. 

The task of these committees is delicate but now 
overwhelming, for the number of foreign physicians 
who have come to the United States since 1933 is sur- 
prisingly small. At the present time, they represent an 
increment of little more than 1% to the total number 
of licensed physicians in the United States. Statistics 
obtained from the Immigration and Naturalization Of- 
fice of the U. S. Department of Labor in Washington 
show that only 2,069 immigrant alien physicians have 
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been admitted to the United States since 1933 (see 

table). 

Immigrant Aliens from Austria, Germany and Italy 
(Last Permanent Residence) Admitted to the 


United States as Immigrant Aliens for Perma- 


nent Residence, Whose Profession or 
Calling Was Physician 


Years Ended June 30, 1928 to 
Feb. 15, 1939 


Immigrant Physicians From 


During Austria Germany Italy 
i aA Re eR rer Aare 3 22 11 
Et a A ree ees a ee ee 5 22 ti 
ree tee ee ee 8 15 11 
is (ORCA See OEE RAE Ree SE 8 8 16 
EE ae oT Re er ener 14 9 15 
PI Rae aeaitelcle Getic aoc is 4 4 8 
NORE i winhandcaue diedaw news 6 160 12 
BU tas wid ne waa wale ete ew 13 91 6 
DRO Ris Cah ew, Veteoteanlhatarn 11 242 9 
MNES aca oe Nee cies SG eRe 15 271 14 
RRS al Biss taeelatesatae eerie 62 302 26 

See Ee a 149 1,144 139 


*Figures for this year subject to possible slight 
change when final statistics for that year become com- 
plete. 

This table is compiled from data obtained from the 
Immigration and Naturalization office of the U. S. De- 
partment of Labor in Washington, D. C. It has ap- 
peared in the Journal of the American Medical As- 
sociation. 

A total of 776 immigrant alien physicians were ad- 
mitted to the United States for permanent residence 
during 6 months, July through December, Modern 
Medicine, March 1939. 





TUBERCULOSIS 


Tuberculosis is still the first cause of death during 
the age period from fifteen to forty-five, although it has 
been reduced to seventh in importance as a cause of 
death in the entire population. 

There are estimated to be more than 500,000 active 
cases of tuberculosis in the United States. 

It is responsible for the death of 200 people every 
day, of one individual every seven and one-third min- 
utes. Thirty years ago deaths occurred at the rate of 
one every three and one-half minutes. 

Two-thirds of all the deaths from tuberculosis occur 
before the age of forty-five. 

Considerably more than half of all the deaths from 
tuberculosis occur during the important productive 
years of life—between the ages of fifteen and forty-five. 

Each year, tuberculosis claims the lives of forty thou- 
sand young people between the ages of fifteen and 
forty-five-—Exchange. ; 





In the last National Health Survey (1935-1936) cov- 
ering a two-year period, it was reported that falls are 
the most frequent cause of accidental injury, exceeding 
by 200 percent automobile and all other types of trans- 
portation accidents. 
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Writing an article before the annual meeting 
of the [linois State Medical Meeting, and having 
the same published immediately afterward is a 
most difficult task, very member of the So- 
ciety attending the annual meeting will have the 
opportunity of learning all the current prob- 
lems of the profession as well as the prevalent 
opinion of those who should be best able to prog- 
nosticate the future. 

It is to be hoped that all you who read this 
article and attended the annual meeting will have 
attended as many of the meetings of the House 
of Delegates as possible and also the meeting of 
the Secretaries on Tuesday night. It is at these 
places that the current problems are presented and 
opportunity is offered for criticism of the activi- 
ties of the society both past and future. 

Probably the outstanding development of the 
past few months has been the many cities in 
which the medical profession through their regu- 
lar society organization has offered some plan of 
medical care to the public, grounded on insur- 
ance principles. Most important to the physi- 
cians of Illinois is that now in the process of 
organization in the city of Chicago. An oppor- 
tunity will be given for those in the low income 
groups to obtain complete medical care by the 
monthly payment of a fee. At the onset this 
will be deducted from the paycheck of the indi- 
vidual in a manner similar to that of Group Hos- 
pitalization. Those members of the plan will 
have the privilege of calling any physician, who 
has previously agreed to work under the plan, 
and at the completion of the illness the said phy- 
sician will render his bill to the headquarters of 
the organization. Naturally there will be re- 
strictions as to amount of service rendered under 
certain circumstances and the amount of the 
charges will be subject to investigation when they 
exceed the average in that community. Similar 
plans are now in various stages of formation in 
New York, Milwaukee, Detroit, California, Utah, 
to mention only a few of the places that have 


come to the attention of the writer. It is too 
early to make any comment as to the success of 
these attempts to solve the problem of adequate 
medical care to the low income group, concern- 
ing which we have heard so much the past few 
years. However, the outstanding fact remains 
that the medical profession itself is trying to dis- 
cover a better method of caring for these people, 
by the only scientific method, that of actually 
trying out the plan. This is greatly at variance 
with the method of the reformers who have been 
able to work it all out on paper, without the ne- 
cessity of any actual tryout. 

On the Ford Sunday Evening Hour of April 
16, 1939, Mr. W. J. Cameron gave a most inter- 
esting talk on Servant of Health. Every physi- 
cian should read this talk which is available at 
the Ford Mortor Company, Detroit, Michigan, by 
writing to them and requesting Number 32 of 
the 1938-1939 Series. Coming from a member 
of the laity it cannot be subjected to the criti- 
cism of biased propaganda. A supply of these 
brochures on your waiting room table would help 
greatly. 

The April issue of Victor News contained a 
most excellent editorial on Socialized Medicine. 
All that can should read it. I will quote on 
statement from it for your thoughtful consider- 
ation: “To what lengths socialized medicine may 
be carried in this and many other countries will 
depend finally on public, rather than the profes- 
sional opinion, and unfortunately public opinion 
can be molded as much by ignorance as by knowl- 
edge. It is, therefore, of vital importance that 
the public be given a massive dose of knowledge 
concerning the advantages of the preferred sys- 
tem of medicine.” This is what the writer has 
been trying to say for the past year. To give 
this massive dose is not the work of any small 
group of zealots, but the job of the medical pro- 
fession throughout the entire United States. If 
the medical profession cannot furnish and deliver 
the dose at every opportunity then we must ex- 
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pect the public to receive it from some other 
source, and you may rest assured that the source 
will not be friendly to the present method of fur- 
‘nishing medical care. 

On page 39 of the April issue of Medical Hco- 
nomics the mask is torn off the Senate Bill 1620, 
the so-called Wagner Bill affecting medical care 
under the Social Security Administration. Read 
this one page article and see how the plan is to 
be promoted and gradually be made compulsory. 
Also read the articles on page 19 and 56, where 
the proposed plans are discussed. 

In the April issue of Modern Medicine there 
is a complete resume of the attempts of organ- 
ized medicine to defeat the attempt to foist com- 
pulsory State medicine on the public. The con- 
cluding paragraph of this article, which is well 
worth your reading states. “Perhaps the pro- 
foundest dopester in the socialized medicine race 
is the Washington Newspaper man, who said, 
‘By 1940, the politicians will be so busy with 
other problems that they will have forgotten all 
about socialized medicine.’” All we can say is 
amen. Paul, Mallon, writing a syndicated article 
for the Hearst Newspapers a few days ago stated 
that the Wagner Bill was buried for this session 
of Congress. Those of you who read Mallon 
know that he rarely makes a mistake on what is 
actually going on in Washington. 

It is a well known fact that the medical pro- 
fession is not in complete accord with opposition 
to the Wagner Bill. In the April 22nd issue of 
the Journal of the American Medical Associa- 
tion is an article written by Dr. J. N. Baker of 
Montgomery, state Health Officer from Alabama 
and a Member of the House of Delegates of the 
AMA. You should read this article as it presents 
a view not held by the majority of the medical 
profession. Also read the comments of the Bu- 
reau of Medical Economics and the Bureau of 
Legal Medicine and Legislation, particularly the 
latter. Two facts appear most important in 
the study of this article. First it is written by 
a present employee of the government, scarcely 
an unbiased observer and second, admitting the 
accuracy of the shortcomings of his own state, 
he recommends a most radical treatment for the 
entire nation without knowing how much need 
there is for it elsewhere. 


And so the kettle continues to boil, with much 
steam, some excitement and even fire, but with- 
out as yet cooking up anything. What eventu- 
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ally results is up to all of us. 
the kettle boiling even when we have to furnish 
the fuel for them we can direct the steam. 
E. S. HAMILTON, 
Chairman of Commission. 





Correspondence 


WOMAN’S AUXILIARY 
March 15, 1939 


Jackson Park Branch of the Woman’s Auxiliary of 
the Chicago Medical Society had a round table study 
program on legislation pertaining to socialized medi- 
cine. Mrs. Carl Helgeson prepared the most compre- 
hensive paper on this subject ever written by an Auxili- 
ary member, so we take great pride in passing it on for 
study by other Auxiliaries. 

Following this excellent paper Mrs. F. P. Hammond, 
chairman of the day’s program, had all the members 
take part in a round table discussion of some one hun- 
dred pertinent questions and answers on various phases 
of health insurance. 

All members acclaimed this study program the most 
interesting and informative they had ever had, and the 


outstanding feature was, the members of the auxiliary | 


themselves put on the entire program. 


LEGISLATION IN RELATION TO MEDICINE 
AND SOCIALIZED MEDICINE 

There are so many explanations to this topic that it 
will be impossible to give a complete story of the New 
Deal’s need for socialized medicine, but it is obvious 
that the medical group is their present target to retain 
themselves. 
tained by reading the Editorial Section of your J/linois 
Medical Journal and your time will be so well invested 
that you will wonder how you missed it before. In 
fact, you will feel ready to start a movement of “Amer- 
icanism” and demand certain prerequisites and specific 
moral obligations of any individual connected with Pub- 
lic Office. 

Dr. J. R. Neal, the Illinois Legislative Chairman, 
states that the current wave of interest in making med- 
ical care cheaper or the idea of “free medical care” in 
cases of economic dependence has especial appeal in 
this period of political, economic and social unrest. 
Many of the fantastic schemes tried have already 
proved themselves basically false and little more than 
gestures to create the impression that something is be- 
ing done. It is accepted by the medical group that the 
gap between medical knowledge and practice is too 
great for the interests of society and no one disputes 
the potentialities of improving health in many respects, 
but that free medical care or socialized medicine would 
bring about these ends is subject to debate. 

Health conditions in the United States are superior 
in every respect to those of the world powers of Eu- 
rope or Asia where such schemes have been in operation 
—death rate, span of life, infant mortality, communi- 


All of this information can be easily ob- | 


We must keep | 


| 


i 





ering 

At 
disct 
be ti 
mem 


sione 
Heal 
was 
natio 
Chas 
us, a 
trolle 
4. 
burez 


9 


ment 
3. 
It 
whicl 
was | 
Germ 
years 
diabe 
ficien 
eases 
preve 
Pol 
sickn 
the p 
minds 
the § 
man’s 
medic 
healtt 


, 1939 


keep 
nish 


on. 


ary of 
study 
medi- 
ompre- 
A uxili- 
on for 


umond, 
embers 
e hun- 
phases 


e most 





nd the } 


xiliary 


CINE 


that it 
e New 


bvious | 
retain | 
ly ob- | 


[llinois 
ested 
e. In 
Amer- 
specific 
1 Pub- 


irman, 
x med- 
ire” in 
veal in 
unrest. 
ilready 
e than 
is be- 
nat the 
is too 
isputes 
sspects, 
would 


uperior 
of Eu- 
eration 
nmuni- 





May, 1939 


cable diseases and prevention figures all should be con- 
vincing enough. 

In January the American Medical Association and 
the Medical Society of the District of Columbia were 
indicted in Federal Court as violating the Sherman 
Anti-Trust law. For the complications that Mr. Thur- 
man Arnold of the Department of Justice is up against 
may I refer you to your August J/linois Medical 
Journal. The sequence of events leading up to this are, 
of course, a series of political maneuvers. Outstanding 
is the meeting called in Washington last July called the 
National Health Conference attended by hand-picked, 
preconviced groups of invited guests representing labor, 
welfare agencies, medical organizations, social workers 
and others. From that developed the National Health 
Program which was the result of the work of a tech- 
nical committee appointed by the Inter-Departmental 
Committee to Coordinate Health and Welfare Activities 
by authority of the President of the United States. 
Five specific proposals were made: 

1. Expansion of Public Health Service. 

2. Increase of all hospital facilities. 

3. Medical care for medically indigent. 

4. A general program for medical care and (note 
this crowded in) 

5. A program of compulsory sickness insurance cov- 
ering the entire population of United States. 

At this meeting practically no time was allowed for 
discussion. It was stipulated no formal action would 
be taken by the Conference. Nevertheless, responsible 
members of the government indicated that thes pro- 
posals would be embodied in legislation to be submitted 
to Congress. 

Dr. Emerson, former New York Health Commis- 
sioner, points out that this was not at all a National 
Health Program idea in any rational sense because it 
was neither based on respective needs of parts of the 
nation nor has it been nationally accepted. As Dr. 
Chas. M. Heyd, Past President of the A. M. A., warns 
us, any type of government enterprise politically con- 
trolled is: 

1. Dominated by rules and regulations of a medical 
bureaucracy. 

2. Is void of competition because of being a govern- 
ment monopoly (privileged monopoly ). 

3. Is subject to government dictation. 

It might be well to remind ourselves that Germany 
which led the world 50 years ago in things medical 
was the first to sponsor the socialized medicine parasite. 
Germany has made no fundamental discoveries in 50 
years. Contrast this with the United States—insulin for 
diabetes, liver therapy for anemia, vitamins for the de- 
ficiency diseases, the conquest of many contagious dis- 
eases (diphtheria, typhoid, malaria, yellow fever) and 
preventive medicine. 

Politicians’ need for votes have far more to do with 
sickness insurance than the needs for medical care of 
the poor. This is a scheme to create the idea in the 
minds of the laity—particularly the working man, that 
the State exists for his benefit, When the working 
man’s economic conditions are adequate he will need no 
medical dole disguised under the term “Compulsory 
health insurance.” Compulsory health insurance can 
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buy no more medical service than what is left of the 
amount paid for in premiums (or taxes) after the costs 
of administration are deducted. Any of the European 
plans for socialized medicine do not provide for new 
discoveries or additional services because there is not 
enough money left. Under compulsory health insurance 
it would be beyond the resources of most families to 
educate their sons for the practice of medicine for the 
next step would be government supervision and financial 
control of the medical schools and selection of its appli- 
cants by influence, favor or nomination by politicians 
perhaps eliminating our most capable students. This 
same regimentation would likewise control the hospitals. 

Dr. Neal reports in the January Medical Journal: 
“The Interdepartmental Committee” appointed by the 
President estimated the annual cost of nationwide com- 
pulsory insurance as being at least 2% billion dollars or 
520.00 per head of population. It would be too much 
to expect that political spoilsmen would not be attracted 
to an enterprise of such financial magnitude. Even the 
Veterans Hospital System is an example where medical 
service is not limited to financially needy but was even 
used by the President’s Cabinet member who was 
neither Secretary of the Army or Navy. Imagine the 
possibility of abuse by petty officials. The President’s 
Committee’s estimate of 2% billion dollars is apparently 
conservative for on the basis of the estimate of Bower 
Aly, a proponent for socialized medicine, it would be 
10c per day per person which figures out to be 5.8 
plus per cent. of the total national income and who 
pays for this? The President transmitted to Coongress 
that the recommendations of the National Health Con- 
ference for setting up a system of medical care and of 
broadening Public Health and Hospital programs be 
studied. (The President has also mentioned that health 
conditions are better in the United States than anywhere 
in the world, but even at that it is too good an emo- 
tional appeal to let slip out of the hands of politics). 
Senator Wagner had announced he would introduce 
such a bill. There is considerable doubt that such a 
bill will pass this session on two scores, namely, 1. 
heavy cost in comparison with prevailing interest in 
economy and 2. prevailing health conditions in this 
country are so favorable. 

How serious will this become? Some of the states 
have already actually forced through a type of social- 
ized medicine for farm families in states in the South, 
both the Dakotas, Arkansas and California. This has 
been organized through the Farm Security Administra- 
tion. Let us review this Farm Security Administra- 
tion construction. First this was started as an emerg- 
ency measure called the Emergency Relief Adiministra- 
tion, then called the Resettlement Administration and 
then these incorporated and became permanent organiza- 
tions paid for out of taxes called Farm Security Admin- 
istration. Their medical schemes are financed under 
two methods—state corporations and county pools with 
money advanced by the Farm Security Administration. 
It is called the Farmers Mutual Aid Corporation of 
North Dakota and the South Dakota Farmers Aid Cor- 
poration (clever name devises!) A third type of pro- 
gram is being tried by 2800 families in 23 counties in 
Missouri, Indiana, Ohio and Iowa under a little dif- 
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ferent method where the doctor estimates the medical 
needs and the Farm Security Administration on the 
family’s ability to pay. The Farm Security Adminis- 
tration advances the money to a specific trustee and it 
is not pooled. Details of these are to be found in the 
article “Rehearsal for State Medicine,” Saturday Eve- 
ning Post, Dec. 18, 1938, and a recent Illinois Medical 
Journal. 

The January issue of the Times gives the views of 
Henry Sigerist of Johns Hopkins and while even he is 
an ardent enthusiast for socialized medicine, let me 
quote: “It will be serious if Government control brings 
politics into medicine.” Even at that he believes politi- 
cal corruption and inefficiency do not need to occur in 
government activities. 

Refer to your late issue (March 11th) of the J. A. 
M. A. (page 996) and you will note that on February 
28 Senator Wagner introduced a bill into the Senate. 
Much secrecy surrounded its preparation and develop- 
ment to fulfill the recommendations of the National 
Health Program and the original proposals are modi- 
fied in wording. The bill proposes a three year pro- 
gram providing more than $98,250,000 for the first year 
and subsequent grants in ensuing years, indeterminate in 
amounts except in a few particulars but sufficient to 
make effective the purposes of the bill. The House of 
Delegates of the A. M. A. approved the expansion of 
public health services where need could be shown, ap- 
proved medical care to the indigent where need could 
be shown, and approved hospital construction, provided 
the need could be demonstrated recommending, however, 
utilization of existing facilities before a new building 
program was authorized. They also approved the prin- 
ciple of assistance to the worker for temporary disabil- 
ity resulting from illness, but the Wagner act goes 
beyond these recommendations : 

1. It authorizes the expenditures of vast sums before 
the need has been shown. 

2. It expands tremendously the work of the Chil- 
dren’s Bureau, U. S. Public Health Service and the 
Social Security Board, without any demonstration that 
such expansion is warranted. 

3. It proposes to place the state health officers in a 
commanding position as far as concerns the dispensing 
of funds alloted, subject only to approval of all plans 
by the federal agency to which the task is assigned. 

4. Vast sums are provided for the construction of 
hospitals and health centers and for their maintenance, 
notwithstanding the fact that there is not yet any de- 
pendable determination of the exact nature and extent 
of needs that prevail. (Who can imagine that the money 
once appropriated will not be expended?) 

5. It introduced the principle of allotment of federal 
money to the individual states for medical care by the 
Social Security Board without specifying the means to 
be used in the individual states for providing such serv- 
ice other than to demand the approval of the Social 
Security Board. 

There is one criticism that is to be made above all 
others in relation to this proposed legislation, namely, 
its extreme vagueness in the light of the vast sums of 
money to be dispensed and the great powers conferred 
on certain federal officers in the control of the spend- 
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ing, and particularly the decision as to which the indi- 
vidual states shall benefit by the expenditures. 

While we understand these facts, the voting public 
does not nor do they, generally speaking, have access to 
this information. The laity should understand these 
facts so that legislation cannot be put through having 
the earmarks of discrimination at the will of the party 
in power. Eventually such measures mean that the in- 
come of the middle class particularly is spent with no 
choice before he even gets it. The cost of living plus 
taxation will become so high that we will have to live 
in government pension homes. Remember too that the 
A. M. A. indictment still has to go through the courts. 

What are we supposed to do now that the New Deal 
is forcing physicians into politics? 

Referring to the February issue of the Illinois Medi- 
cal Journal again, Dr. E. S. Hamilton says: “If our 
legislators will assert their rights in assuming responsi- 
bilities as it has done in the recent P. W. A. appropria- 
tion bill and will assume its responsibilities to a degree 
that has been lacking for the past 6 years, independence 
of action can be increased to the point where all legis- 
lation will be considered fully and decided on its merits 
and then there is hope. However, a return to the 
“MUST SYSTEM” of recent years spells disaster for 
the public as well as medical profession. While propa- 
ganda for such legislation is going full speed the medi- 
cal profession is not fooled but the casual reader must 
be impressed by both number and readility of the arti- 
cles and cannot be expected to extract the real truth. 
We should all use our influence on our representatives 
in Congress and stop any action during the present 
Congress. 

The job of the conscientious legislative man is no 
easy one at best for he is under pressure to sup- 
port his party even though his reasoning, if he had 
time to investigate the facts in certain issues, may be 
contrary. It has been demonstrated, as in the Court 
Packing incident, that it is only human, however, for 
our legislative men to vote in accordance with public 
sentiment regardless of his party. 

The pamphlet by J. Weston Walch of the Society of 
the State of N. Y. entitled “On the Witness Stand,” 
gives complete answers to the numerous questions asked 
of the medical profession by the laity. This will be use- 
ful to us. 

Our Auxiliary should in some way take an active part 
rather than keeping this information to ourselves. 





INTERNATIONAL COLLEGE OF SURGEONS 
TO MEET IN NEW YORK 


The Fourth Annual Assembly of the International 
College of Surgeons will be held at the Hotel Roose- 
velt, New York City, May 21 through May 25. 

More than 1200 representatives of thirty nations are 
expected. Internationally famous surgeons will lecture 
to the assembly on their own latest developments in 
surgical techniques. Exhibits demonstrating the most 
modern advances in surgical science will feature the as- 
sembly. New instruments and apparati will be shown 
by leading manufacturers. Operative clinics will be held 
at principal metropolitan hospitals. Election of officers, 
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admission of new members, and awarding of honors will 
be performed with colorful pageantry. International 
Surgeons’ Day at the New York World’s Fair climaxes 
the convention. 

Dr. Norman R. Goldsmith, Director of Public Rela- 
tions, 32 East 37th Street, New York, N. Y. 





ALLERGISTS OPPOSE ORAL 
TREATMENT 


The following resolution has been adopted by the 
Chicago Society of Allergy: The members of the Chi- 
cago Society of Allergy, partly from their own ex- 
perience and partly from a survey of both the pub- 
lished and some of the unpublished experimental and 
clinical results of oral pollen therapy, believe that the 
evidence of beneficial effect is at present not sufficient 
to warrant the commercial promotion of material for 
oral pollen therapy. Because of their controversial and 
contradictory nature, the published results of oral pol- 
len therapy are inadequate to justify the commercial 
promotion of such a product. In addition, our inves- 
tigation indicates that many men who have used oral 
pollen therapy have failed to publish their work be- 
cause of the unsatisfactory results obtained. We there- 
fore urge that the commercial promotion of oral pollen 
therapy should be deferred in the interest of the pub- 
lic and of the general practitioner until further experi- 
mentation now in progress has been reported. 


POLLEN 





ILLINOIS PHARMACEUTICAL ASSOCIATION 
OPPOSES SOCIALIZED MEDICINE 


At the recent Executive Board Meeting of the Illinois 
Pharmaceutical Association the following resolution was 
presented and passed and a recommendation made that 
a copy of this resolution be sent to your organization: 

Wuereas there is a movement on foot to popularize 
and foster State or Socialized Medicine in the United 
States, and 

Wuereas the Illinois Pharmaceutical Association is 
firmly of the opinion and belief that such movement is 
detrimental to the welfare of the medical, pharma- 
ceutical and other allied professions and inimical to the 
public interest, 

Now, THEREFORE, Jt Is Hereby Resolved, that the 
Illinois Pharmaceutical Association places itself on 
record as being opposed (a) to State or Socialized 
Medicine, (b) to the movement of fostering same in the 
United States, (c) to the provision of funds for the 
National Government for the furnishing of medical 
treatment, and (d) to the movement recently started in 
the State of New York urging Congress ¢o do so. 

And, It Is Hereby Further Resolved, that the Illinois 
Pharmaceutical Association pledges its full support to 
and cooperation with the American Medical Associa- 
tion and the Illinois Medical Society in their sincere 
and unselfish stand against state or Socialized Medicine 
in the United States and in their combating any move- 
ment therefor; and that a copy of the foregoing resolu- 
tions be sent to each of said organizations. 
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ANNUAL MEETING OF THE IOWA AND 
ILLINOIS CENTRAL DISTRICT MEDICAL 
ASSOCIATION 


The annual meeting of the Iowa and Illinois Central 
District Medical Association will be held May 11, at 
the Outing Club, Davenport, Iowa. 

On the program will appear the following: 

Dr. Edw. B. Tuohy, of Rochester, Minnesota, asso- 
ciate in anesthesia; Dr. John A. Borghoff, associate pro- 
fessor of Dermatology, Creighton University School of 
Medicine, Omaha, Nebraska; James B. Eyerly, assis- 
tant clinical professor of Medicine, Rush Medical Col- 
lege, Chicago, Illinois; Fred H. Albee of New York 
City, professor (Orthopedic Surgery) Cornell Medical 
School, New York. 





ANNUAL PRIZE—CHICAGO SURGICAL 
SOCIETY 


The first awardment of the Chicago Surgical Society’s 
Annual Prize of $250.00 (to some young man devot- 
ing himself to surgery in Chicago, who is not a member 
of the Chicago Surgical Society, for meritorious work 
in one or both of the fields of Experimental and Clin- 
ical Surgery) was made to Dr. Raymond F. Hedin of 
Cook County Hospital and the Department of Surgery, 
Rush Medical College. The winning essay, entitled 
“Polypoid Disease of the Colon: Two Proposed Surg- 
ical Procedures, Including the Description of a Colon- 
oscope,” will be presented before the Chicago Surgical 
Society at its May 5 meeting. 





YOUNG MEN OFFERED FREE SUMMER 
COURSE ON TRAINING SHIP 


The American Nautical Academy, National Training 
School for Merchant Marine Officers, Washington, 
D. C., announced that boys and young men between 
the ages of 11 and 21 years will be allowed to secure 
practical ship experience on board a training ship of 
the Academy within the period from June 1, to Octo- 
ber 1, 1939. 

The young men may remain on board ship for the 
entire period, or for any shorter time they may wish, but 
for not less than a month. Students who enter for any 
period less than the full course will receive instruction 
only in those subjects being taught while the student is 
on board ship. 

The purpose of the course is: First, as a foundation 
for those who wish to become officers in the Merchant 
Marine, and devote their lives to a career in the serv- 
ice; Secondly, for those boys and young men who, 
though not desirous of following the sea, still wish to 
obtain a general knowledge of ships, and the life afloat. 

There is no charge for instruction nor for living 
quarters on board ship. The only required expense is 
for meals, which are 49 cents. Three meals are served 
daily. 

There is no tuition charge for any of the courses 
offered by the Academy; and no obligation for future 
merchant marine, military or naval service of any kind 
is incurred by the young men. 
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The schoolship to which the young men will be as- 
signed is the Training Ship “MARSALA,” a vessel of 
2,422 tons, 284 feet long, 45 feet breadth, and built 
in 1919-20. 

On Sundays the cadets will be allowed to attend 
divine services at the churches of their respective de- 
nominations on shore. While on board ship cadets will 
receive free minor first aid treatment when necessary. 

This is the tenth annual summer course offered by 
the Academy, and will be under the personal supervision 
of the Captain Commandant of the Academy who will 
be in command of the vessel. ; 

While on board ship the students will follow the reg- 
ular daily ship routine, and will be given practical in- 
struction in nautical subjects, including seamanship 
(ship’s work), signaling, rowing, handling, and the use 
of motor boats, pulling boats, life-saving, and naval 
drills. Many of the duties on board ship are performed 
by the cadets as part of their training. They will also 
receive instruction in the use of life buoys, first aid, the 
compass, log, lead, ground tackle, and the duties of 
lookouts, as well as the duties of the watch on deck. 

Students will join the training ship at Virginia where 
the vessel will be based at Hampton Roads for the 
summer training period. 

Those completing the summer course with a passing 
grade will be eligible to apply for a scholarship in the 
Navigation Course. 

Due to the fact that the number of accommodations 
available is limited, those wishing to take advantage of 
this opportunity should write at once to the 

AMERICAN NAUTICAL ACADEMY, 
NATIONAL TRAINING SCHOOL FOR 
CHANT MARINE OFFICERS, 
WASHINGTON, D. C. 


MER- 





INCREASED PREVALENCE OF RABBIT 
FEVER 


According to a recent issue of the Illinois Health 
Messenger the biggest epidemic of tularemia, commonly 
called rabbit fever, ever recorded in Illinois ended in 
February of 1939. Starting early in November, 1938, 
simultaneously with the opening of rabbit hunting sea- 
son, the disease climbed rapidly to peak prevalence in 
December and then declined sharply. 

During the four months 501 cases were reported, 55 
in November, 350 in December, 70 in January and 26 
in February. This was by far the highest incidence of 
the disease on record in Illinois for a rabbit hunting 
season. 

By the first of December it became evident that infec- 
tion among rabbits was much more general than usual 
and that in the event of much hunting many persons 
would be exposed to the disease. The public was so 
advised generally through the press and otherwise by 
the State Department of Public Health. This, to- 
gether with a rapid increase of cases among humans 
during the first ten days of December, resulted in an 
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abrupt falling off in rabbit hunting and the use of rab- 
bits as food. Case reports of the disease among humans 
dropped off simultaneously and no less abruptly. About 
250 cases were reported in the first half of December 
against about 100 in the last half. 

For the calendar year of 1938 there were reported 
459 cases of tularemia and 32 deaths from the disease, 
This gave the worst experience on record for any year. 
Previously 172 cases and 9 deaths in 1933 and 134 cases 
and 11 deaths in 1934 were the worst experiences. 

Tularemia is a disease of wild animals, mostly of 
wild rabbits. It is transmitted to man through the blood 
infected matter entering the body usually 
It takes place as a 


stream, 
through an abrasion of the skin. 


rule during the process of skinning or dressing wild | 


rabbits. 

While tularemia is probably an old disease it was not 
recognized until recently, about 1920, in human beings, 
Medical officers of the United States Public Health 
Service ran across the infection in rabbits while study- 
ing plague in rodents. Much of the work on this 
newly discovered disease was done in Tulare County, 
California. Hence the name tularemia, referring partly 
to that geographical location and partly to the fact that 
the disease is associated with a disorder of the blood. 

The first case reported in Illinois occurred in 1926, 
Case and death records since that time are shown in 
the table. 


Cases AND DEATHS, TULAREMIA, ILLINOIS 


Year Cases Deaths 
PRIN OSs oie a a Tasks a oneons hetarahe ean ese aace ie aan 1 

PE as icnws Meee weweb oreo aermnee ae 14 ‘ 
RN ig sxc celctig oa" aise we ete a W Whee te NTS 10 aes 
RMN es aan 8a thnaces ao heoph ete O Seniows ew eee 36 i 
SRE Rarer a a Ra UE MB eet ear” 139 2 
MAME 2, 6cock Sik SA OATS TS ROS AO 126 4 
1s a Oa SIP PROP Cee 134 4 
Ree SSP POE Wey Pe NTL A 172 9 
I aves ccsiiny Ga retkapes, aac evane Wiad aiocle wears aot 134 tt 
REM Reve erans- tie ind ai Sicatate Mae alovels tea eres eane 69 + 
SN a eee Me Pe eR eae 91 6 
1 Mee eM EO Se RRR PAR UN 109 5 
AE Sok hs Anis nica ord ero mia be mastoor tek aie 459 32 





POSTGRADUATE COURSES IN OBSTETRICS 
AND PEDIATRICS TO BE REPEATED 
AT THE UNIVERSITY OF ILLINOIS 
COLLEGE OF MEDICINE 


The Departments of Obstetrics and Pediatrics of 
the University of Illinois cooperating with the staffs ol 
the medical schools of Chicago and the State Depart: 
ment of Public Health, will again offer to physicians 
of Illinois an intensive one week’s course in obstetrics 
and pediatrics at the Research and Educational Hospi- 
tals. The course begins each Monday morning at nine 
o’clock and ends at noon on Saturday. The courses 
begin July 10 and end with the week of August 28. 
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Monday Tuesday Wednesday Thursday Friday Saturday 
9A. M Lecture Lecture Lecture Lecture Lecture Lecture 
Obstetrics Pediatrics Obstetrics Pediatrics Obstetrics Pediatrics 
10-12 Obstetrical Dispensary 
A. N Pediatric Dispensary 
ROUND TABLE DISCUSSIONS 
1-2 P.M. Obstetrical Pediatric Obstetrical Pediatric Pediatric 
Subject Subject Subject Subject Subject 
2-4 Ward Walks—Research Hospital 
P. M. Obstetric—Pediatric 
Obstetrical Pediatric Preparation 
4-5 P.M. Manikin Consultation Consultation Manikin of Diets 
Hour Hour for Infants 
5-6 P. M. Manikin Manikin 
6 P. M. 
to Deliveries Home and Hospital 
4 A.M. 
As seen by the schedule, the course will be of prac- 2nd choice—week Of ....+++++seeeeeeeeeee eens 
tical, value to the family physician. It will include °"4 choice—week Of .......eeeesseeeeesereecs 
Excellent living accommodations can be obtained at the 


bedside clinics, antepartum and postpartum care, mani- 
kin, demonstrations, didactic lectures, care of the new- 
born and premature infant, child-health problems, im- 
munization procedures, and round table discussions on 
many important obstetric and pediatric problems. 

The staff members of all Chicago Medical Colleges 
are participating in giving the course and will include 
such Obstetricians and Pediatricians as Doctors W. C. 
Danforth, F. H. Falls, F. L. Adair, Joseph Baer, A. F. 
Lash, W. H. Browne, Charles Newberger, Julius Hess, 
Clifford Grulee, Arthur Parmalee, Isaac Abt, Maurice 
Blatt and H. E. Irish. Opportunity is given for indi- 
vidual consultation work with many of these men. 

The registration is limited to 20 each week. Physi- 
cians outside Chicago are given preference. Physi- 
cians are urged to make their reservations early as 
experience has shown in the last two years that the 
courses have been given, that the places will be filled 
rapidly. A limit is placed on the class number in order 
to preserve the conference type of instruction that has 
been so enthusiastically received by the physicians at- 
tending in the past two years. 

The registration fee of $10.00 is the only fee re- 
quired. Application should be accompanied by the 
registration fee and should be sent to Mr. G. R. Moon, 
1853 West Polk Street, Chicago, Illinois. 


APPLICATION BLANK 


nearby students’ Y.M.C. A. at reasonable rates. 





AMERICAN MEDICAL ASSOCIATION 
ANNUAL CONVENTION 


St. Louis, Mo., May 15th to 19th, 1939 


For the comfort and convenience of members, their 
families and friends, we have selected the ALTON 
RAILROAD, which is the only completely double 
tracked line operating a fleet of twelve trains daily 
(four of which are Streamliners) between Chicago and 
St. Louis, as the Official Line to the Annual Conven- 
tion of the American Medical Association, to be held 
in St. Louis, May 15th to 19th, 1939. 


We have chosen the New Diesel-Electric Powered 


Streamlined train, The ABRAHAM LINCOLN, 
which leaves Chicago at 4:50 P. M., CT, 5:50 P. M. 
Daylight Savings Time, Tuesday, May 16, arriv- 


ing in St. Louis at 9:45 P. M. CT, as the train which 
would be convenient for most of our members. 

All trains are air conditioned. The ANN RUT- 
LEDGE and the ABRAHAM LINCOLN are new 
Streamliners, the latter being Diesel-Electric Powered. 
The ALTON LIMITED is equipped with modern 
standard cars, all trains offering the latest in travel 





se mace MDs -Agéss.::. ~— of Graduation........ comfort including Parlor Cars, Lounge-Observation 
Street MOOSE cing Cae dwt ween needee Maia weneheasieaene a2 x] flees 
MOWER. Obec6. 0 eewssiice County Medical Society (not required) and dining seer ee good food at moderate aici 
Registration Fee $10.00. Regular daily service is as follows: (From Union Sta- 
Wat. Choiee— week iGh so)6.c.0s0<c cess satin ceaues tion Chicago to Union Station St. Louis) : 
Ann Alton Abraham Midnight 
Rutledge Limited Lincoln The Mail Fast Mail Special 
moe. Citeago, €F .s6ciscas 8:30 am 11:40 am 4:50 pm 6:45 pm 11:30 pm 11:59 pm 
me St. Teaid, Clio... 1:45 pm 5:10 pm 9:45 pm 1:20 am 6:45 am 7:45 am 
Prairie 
Abraham Alton State Ann Midnight 
Lincoln Limited Express Rutledge Fast Mail Special 
i ats ean GG, isk ecs' 8:58 am 11:55 am 2:45 pm 4:30 pm 11:45 pm 12:30 am 
re Chicago, CPi « :a0-0:5:5.0 1:53 pm 5:25 pm 3:05 pm 9:25 pm 6:30 am 7:45 am 


The round trip Pullman class fare between Chicago and St. 
Pullman fares between Chicago and St. Louis are as follows: 


30 day final limit. 


Parlor 
Car Seat Lower Upper 
$1.05 $2.65 $2.00 


Louis is $13.15. Round trip day coach fare is $11.35 with a 


Com- Drawing Single Double 
partment Room Bedroom Bedroom 
$7.35 $9.45 $4.75 $5.25 
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Members and families of the various Local and _ their invaluable function of generally policing the pro- 
State Societies, as well as members of the various as- fession. Now, however, that the battle has been joined, 
sociations affiliated with the American Medical Asso- it will have to be fought out, and perhaps the air will 


ciation are cordially invited to join our group. 

You are urged to make your reservations early so 
that the proper style of equipment can be assured for 
your comfort. 

Make your arrangements to travel with us and en- 
jcy the privilege of traveling with your professional 
friends en route, 

Mr. M. D. Taylor, C.P.A., 
105 W. Adams Street, 
Wabash 2211, Local 311, 
Chicago, Illinois, 


Alton R. R., 


Chairman. Train Arrangements. 
Frank P. Hammond, M. D., Chairman, 


Homer K. Nicoll, M. D., 
Frank F. Maple, M. D., 


Transportation Committee. 





“INDICTING THE DOCTORS” 
(Springfield, Mass., Union) 


“ 


... A first impression, and one which the public 

undoubtedly share quite generally, is that the 
Department of Justice has used a butcher's cleaver 
where a tempered blade would be more suitable for the 
purpose.” 

“That purpose is to forward the Government’s group 
insurance program to do which it is willing to frighten 
and malign highly 
a distinguished group of able and honorable physicians 
and officials. We have in this rough-shod procedure 
one of the best examples yet produced of the New 


will 


respected medical associations and 


Deal’s reckless and ill-considered methods of achieving 
its ends.” 

“This is entirely aside from the merits of the ques- 
tion in dispute on which there are sincere and legitimate 
differences of opinion. . . . What the highly respected 
A. M. A. insists upon is that thorough study shall first 
be made of plans which can be made to work effectively 
and efficiently with a minimum of Federal control.” 

“The medical profession is working out plans that 
will be practicable and equitable. They require time. 
The present Administration has given us many exam- 
ples of hasty experimentation which have worked out 
badly and proved costly. In the field of medicine the 


more scientific approach is not only desirable but im- 


perative, because the public welfare is vitally con- 
cerned.” 
The New York Herald Tribune of Dec. 22, 1938, 


says in part: “With this indictment Mr. Thurman 
Arnold has fired the second gun of his campaign to 
regulate the vexed question of ‘group medicine’ through 
the unlikely instrument of the anti-trust laws. .. . If, 
as he hopes, Mr. Arnold gets a consent decree regu- 
lating the Washington situation alone, it will leave the 
Department of Justice with a kind of discretionary 
power over medicine it is hardly competent to exercise. 
If the case is fought through the courts, as the medical 
association promises that it will be, it must end either 
in victory for them, which would leave everything as 
before, or a defeat which might very gravely jeopardize 


be somewhat clearer when it is over.” 


“‘DOC’ INDICTED” 
(New York World Telegram, Dec. 21, 1938) 





“|. This touches not only every doctor but every 


other son of man who has been afflicted with any ill to 
which flesh is heir, from belly-ache to coronary throm- 


” 


boss... . 

“Without seeking to try the case or to restate all the 
set forth by the District of Columbia Grand 
Jury, we do want to say this about ‘Doc’: 

“Whether he be on one side or the other in this con- 
troversy between the A. M. A. and the group health 
associations, we think that medicine, of all occupations, 
is least motivated by the acquisitive impulse. We've 
all needed Doc. We all have been willing to give our 
shirt and the fillings from our teeth if he would only 


issues 


come right now, and then we all have kicked about his 
bill if it was more than $2 after we got well.” 


“The very nature of his work—the strange ambition 
which makes one human being want to spend seven or 
eight years learning the anatomy of other human beings 
in order to keep their microbes on straight 
been a mystery to us. From the old country doctor 
to the most modern steam-heated specialist, it’s service 
that can’t, by its very nature, be essentially mercenary. 
Commercially you could go farther and acquire more, 
applying the same amount of energy, and intelligence, 
in the shoe business, where the telephone doesn’t ring 


in the middle of the night.” 





has always 





THE CRUCIAL TEST 
It is easy enough to be pleasant 
While life flows by like a song, 
But the man worth while is the one who will smile 
When everything goes dead wrong. 
For the test of the heart is trouble, 
And it always comes with the years, 


And the smile that is worth the praises of earth 


Is the one that shines through tears. 


It is easy enough to be prudent 
When nothing tempts you to stray, 
When without and within no voice of sin 
Is luring your soul away, 
But it is only a negative virtue 
Until it is tried by fire, 
And the life that is worth the honor of earth 
Is the one that resists desire. 


By the cynic, the sad, and the fallen, 
Who have no strength for the strife, 
The world’s highway is cumbered today ; 
They make up the items of life. 
3ut the virtue that conquers passion, 
And the sorrow that hides in a smile, 
It is these that are worth the homage of earth, 
For we find them but once in a while. 
ELLA WHEELER WILCOX, 
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Original Articles 


EVALUATION OF THE NEWER TREAT- 
MENTS OF DEMENTIA PRAECOX 
D. Louis Sremsure, M, D., 
GeRt HEILBRUNN, M, D,, 
Eritcu Lieserr, M. D. 
ELGIN, ILLINOIS 

The active treatment of dementia praecox has 
received considerabie impetus in the past three 
years, due mainly to the introduction of insulin 
shock and metrazol therapy. Both forms of 
treatment have been used extensively in all coun- 
tries and the results as reported by most au- 
thors are very favorable. Their statistics com- 
pare closely and their figures are considerably 
higher than those usually accepted as the spon- 
taneous recovery rate of dementia praecox, which 
ranges between 15-30 per cent. 

To date there are no reports of large numbers 
of cases from any institution in which both treat- 
ments have been carried out simultaneously. At 
the Elgin State Hospital insulin and metrazol 
therapy were instituted about one month apart 
in the spring of 1937, and to date we have treated 
120 dementia praecox patients with insulin and 
300 with metrazol 

Insulin-shock therapy and artificially induced 
convulsions, clinically seem to show no similar- 
ity, either in their somatic manifestations or in 
their duration of action, the reaction to insulin 
being allowed to continue for three hours or 
more, while the effect of metrazol appears super- 
ficially to be of much shorter duration. 

However, more intensive study of the action 
of both agents indicates a close similarity in 
many respects. It has been stated that the in- 
sulin seizure occurring during shock is in its 
therapeutic value comparable to the results ob- 
tained with treatment by the artificially induced 
convulsions. In our own material we observed 
no beneficial influence attributable to the occur- 
rence of the seizure during insulin treatment. We 
were unable to substantiate this theory expressed 
in the literature. This seems to be paradoxical 
because we know that in metrazol therapy the 
convulsive reaction is a very essential component. 
Failure to obtain a convulsion during metrazol 


Read before Physicians’ Association of Department of Public 
Welfare, State of Illinois, at Meeting of Illinois State Medical 
Society, May 17, 1938, at Springfield, Illinois. 

From the Elgin State Hospital, Elgin, Illinois, 
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treatment has a deleterious effect on the patient 
insofar as it produces a state of anxiety, at times 
bewilderment, or even a delirious state, which 
may last for many hours and give rise to psy- 
chotic interpretation of this experience. 

The convulsive reaction in both therapies is 
quite similar. Pollock et al.t have observed that 
the metrazol convulsion follows a clonic-tonic- 
clonic sequence and thus “indicates a complete 
and intensive reaction of the central nervous 
system.” Our observations of the convulsion oc- 


curring in patients during insulin treatment 


show the same sequence of events. The convul- 


sion in both therapies is probably produced by 
marked anoxemia of the brain. Dameshek, Myer- 
son and Stevenson? have shown that a severe 
anoxemia occurs during insulin hypoglycemia. 
Gellhorn® also states that in hypoglycemia the 
rate of oxidation in the central nervous system 
is greatly reduced. 
strated that the oxygen available for combustion 
was greatly decreased during the action of 


metrazol. 
We have studied the effect of metrazol on the 


Himwich et al.4 demon- 


blood vessels in the brains of rats and have ob- 
served that a marked contraction of the blood 
vessels takes place, giving rise to severe pallor 
of the surface of the brain. In curarized rab- 
bits, using thoratrast as a contrast medium, we 
were able to demonstrate by rapid serial x-ray ex- 
posures of the experimental animal, a decrease in 
the caliber of the blood vessels of the brain after 
the injection of metrazol. According to Sell- 
bach,5 in rabbits the blood vessels of the ear and 
eye ground become invisible after the injection of 
metrazol. Direct inspection of the brain in 
insulinized rats also showed a repeated pallor of 
the brain at frequent and short intervals. 

All these findings point to a severe alteration 
of the metabolism of the central nervous sys- 
tem, which changes may be so severe that demon- 
strable pathological damage occurs, as reported 
by Weil and his co-workers.* These changes were 
observed in experimental animals subjected to in- 
sulin and metrazol injections. However, these 
animals had to be greatly overdosed before defi- 
nite and irreversible pathological changes in the 
brain could be demonstrated. Similar patho- 
logical findings have been reported in patients 
who died during or shortly after insulin-shock 
therapy. 

In humans we were able to demonstrate spe- 
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cific substances in the blood serum, which pre- 
vented hemolysis in a hemolytic system when 
white matter of the brain was used as antigen. 
These substances occurred in many patients of 
both groups, and seemed to increase in quantity 
with the prolongation of treatment. We are in- 
clined to interpret the positive reaction as an in- 
dication of a breaking down of nerve substances 
during treatment. 

The blood sugar level has been studied in in- 
sulin as well as in metrazol treatment. The hy- 
poglycemic effect of insulin is well known. 
Observations on metrazol-treated patients showed 
that during the short interval between injection 
and the occurrence of a seizure the blood sugar 
level showed a definite tendency to drop. This 
hypoglycemic effect in most cases ranges from 
5-10 mgs. per cent., in some cases as much as 
18 mgs. per cent. This hypoglycemic tendency 
last; only until the occurrence of the convulsion. 
With the convulsion the blood sugar level be- 
gins to rise sharply and within one-half hour 
after injection usually reaches a higher level than 
the original; within 214 hours it tends to approx- 
imate the starting point. These findings confirm 


the sugar values as reported by Georgi and 
Strauss.’ 


Observations on the oxygen consumption rate 
show a marked rise during the insulin shock and 
after the metrazol convulsion. In both instances 
this increase was about 40 per cent. 

Both treatments have a marked sympathetico- 
tonic effect. This stimulation has been thought 
to be related to the marked anoxemia occurring 
during both treatments. Gellhorn® concluded 
that “these treatments are effective because they 
produce, by a profound alteration of the meta- 
bolism of the central nervous system, a suffi- 
ciently long and lasting excitation of the sym- 
pathetic nervous system.” Such stimulation is 
also evidenced by the marked rise of the vaso- 
constrictor substances found in the blood during 
the action of metrazol, as well as insulin. The 
assumption that the stimulation of the sympathe- 
tic nervous system is the only factor in produc- 
ing the psychic change in the patient seems to be 
questionable to us because high doses of thyroxin 
over long periods of time, with marked effect on 
the sympathetic nervous system, did not produce 
any favorable change in the psychotic picture in 
dementia praecox patients. This observation, of 
course, does not mean that the stimulating effect 
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on the sympathetic nervous system, which occurs 
during insulin and metrazol treatment, is of no 
value as far as mental improvement is con- 
cerned. 

The above emphasizes many points of similar- 
ity between the two types of therapy, but still 
there are some fundamental differences—the hy- 
poglycemic shock with its severe changes in 
carbohydrate metabolism, leads to a depletion of 
the available glycogen in the liver, which influ- 
ences the entire metabolism of the body over a 
long period of time. The metrazol convulsion is 
briefer in action and produces a large amount of 
lactic acid, resulting in a high acidity of the 
entire organism-—a pH reading of 7.17 is not un- 
commonly low as 6.82 has been observed. In 
insulin shock the acid base balance shifts to the 
alkaline side, due mainly to the loss of chloride. 
Thus, in spite of the many corresponding resem- 
blances, there are many fundamental divergent 
actions. 

Material. It may be too early to compare both 
treatments at this time, due to the relatively 
small number of cases treated, and the short 
period elapsing since treatment was concluded; 
however, it seems that such an evaluation is de- 
sirable in order to gain some perspective as to 
how these treatments compare with each other. 
Such an evalution should come from one clinic 
in which both treatments are carried out simul- 
taneously, because in this way the standard for 
judging improvement and the observer will be 
the same for each series. 

We want, however, to emphasize the fact that 
patients with a well integrated prepsychotic per- 
sonality with a duration of psychosis under six 
months, were preferably treated with insulin as 
it had been shown in previous reports that insulin 
is of meagre value in patients ill for a longer 
period of time. Insulin therapy requires a larger 
personnel and a more elaborate set-up than that 
necessary for metrazol treatment. The majority 
of recent cases will be found, therefore, in the 
insulin group, while the majority of old cases 
have been treated with metrazol. 

Results. A group of 120 cases of dementia 
praecox patients was treated with insulin; of 
these 35 had been ill for six months or less, and 
of this number 29 or 83% recovered. Two or 
6% made a social remission. This gives a total 
remission rate of 89% for this group. 

In the group of patients ill from 7-18 months, 
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37 patients were treated with insulin; of these 
19 or 51% recovered; five or 13% made a social 
remission, giving a total remission rate of 64% 
for this group. 

Thus, of 72 patients, ill not over 18 months, 48 
or 67% recovered and seven or 10% showed a 
social remission—a total of 77%. 

In the third group we include all patients ill 
from 19 months to five years. There were 48 
patients treated ; only one or 2% recovered ; seven 
or 14% made a social remission. 

Three hundred cases of dementia praecox were 
treated with metrazol. Of these, 19 patients were 
ill less than six months; eight or 42% made a 
complete remission; six or 31% made a social 
remission—a total of 73% for this group. 

In the group of patients ill from 7-18 months 
there were 46 patients treated with metrazol; 
of these ten or 22% made a complete remission ; 
seven or 15% showed a social remission, giving 
a total of 37%. 

Combining groups I and II we have a total of 
65 patients, of whom 18 or 27% recovered and 
13 or 20% made a social remission, a total rate 
of 47%. 

In the group of metrazol-treated patients ill 
from 19 months to five years there were 146 
vases; of these 11 or 7.6% made a complete re- 
mission; six or 4.1% made a social remission, 
together giving a total of 17 patients and a 
11.7% remission rate. Of 89 patients ill over 
five years no complete or social remissions were 
obtained. 

The statistical comparison shows a definite su- 
periority of insulin treatment so far as complete 
remissions are concerned, while the social remis- 
sions are more numerous with metrazol treat- 
ment. 

In the first two groups under 18 months in 
duration the percentage of complete remissions 
was 40% higher with insulin than with metra- 
zol, while in social remissions the results with 
metrazol were 10% higher. That means that 
the remission rate is 30% higher with insulin 
than with metrazol. 

In patients ijl longer than 19 months the re- 
covery rate is greater with metrazol than with 
insulin. The complete remission rate in insulin 
treatment is 2%, while with metrazol treatment 
it is 7.6%. This difference might possibly be 
due to the greater number of cases in the metra- 


zol treatment group. 
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Metrazol seems to be of more value in produc- 
ing institutional improvements. Of the 300 pa- 
tients treated, 110 or 37% showed an ameliora- 
tion of their symptoms, while in the insulin 
group slight or institutional improvements oc- 
curred infrequently. 

It is interesting to compare the effect of both 
treatments on the different sub-groups of demen- 
tia praecox, 

In the paranoid group 86% of recent cases 
recovered with insulin, while with metrazol, only 
40% showed a complete remission. In the cata- 
tonic group 62% remitted with insulin, as com- 
pare with 50% of those treated with metrazol. 
In the second group (ill from 7-18 months) also, 
considerably better results were obtained in the 
paranoid cases with insulin than with metrazol ; 
however, in the third group ill over 19 months, 
metrazol was slightly superior to insulin in the 
paranoid type, showing a 6.3% of remissions, as 
compared with 3.6% for insulin. The same is 
true with the catatonic and hebephrenic types: 
10% of the catatonics and 6.8% of hebephrenics 
showed a complete remission with metrazol treat- 
ment, while with insulin no results were obtained. 

Relapses. Relapses occurred in both treat- 
ments. By relapse, we mean those patients who 
had made a complete recovery or social remission, 
but were unable to maintain this level. Usually 
the symptoms presented by the relapsed patient 
are milder than those observed before the treat- 
ment was introduced. 

In the insulin group there were five patients 
who relapsed after several months. Treatment 
was re-instituted and two of these again made a 
complete remission, which they have maintained 
to date. One patient improved and one patient 
showed no further response with continued treat- 
ment. The fifth patient was not returned to 
Elgin. 

Of the metrazol group, one patient relapsed, 
and after ten more convulsions again showed a 
complete remission, and has maintained it to 
date. 

Combination and Alternation of Treatment. 
We have in some patients tried to produce a re- 
mission by combining metrazol with other thera- 
peutic agents, such as hyperpyrexia, insulin, so- 
dium alurate and benzedrine. We could not 
observe any beneficial effect from these combina- 
tions. Insulin, alone, and metrazol, alone, seem 
to us to be preferable therapeutic agents for de- 
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mentia praecox at the present time, insulin being 
the choice, especially in early cases. 

Some patients who failed to respond to one 
type of therapy were shifted for further treat- 
ment with the other agent. ‘Thus 17 patients 
who failed to respond to metrazol were treated 
with insulin and 20 patients who showed no im- 
provement with insulin, were given metrazol 
treatment. 

The results are very encouraging as far as 
recent cases are concerned. Four cases out of 
six patients who had been ill less than 18 months 
benefited from such alternation of treatment. In 
the remaining 31 cases only one patient reached 
a social remission level. Therefore, we recom- 
mend this procedure in recent cases, while in 
older cases the results are not promising. 

Complications and Contraindications. The 
complications encountered in both therapies are 
quite different. 

In the metrazol treatment, the most common 
complication is the dislocation of the mandible. 
Nractures occurred in three patients (two frac- 
cares of femur, one fracture of the humerus) and 
dislocation of the humerus in two. 

In the insulin group various neuropathological 
eysnptoms were encountered. Three patients de- 
veloped a hemiplegia; two were transitory in 
character and accompanied by aphasia, while one 
patient still shows some reflex changes and slight 
facial palsy, of which she, herself, is not aware. 
One patient reacted with a coma lasting for 60 
hours, from which he recovered completely. 

The contraindications for both methods are 
in the main the same. It is obvious that patients 
suffering from  cardio-renal-vascular disease, 
tuberculosis, or acute infectious processes should 
not be subjected to either form of treatment. 

CONCLUSIONS 

1. The physiological action of metrazol and 
insulin in the treatment of dementia praecox 
patients is similar in many respects, but there 
are fundamental reactions specific for each type 
of therapy. 

2. Insulin therapy in patients ill less than 18 
months shows a higher remission rate (30%) 
than in a similar group treated with metrazol. 

3. In the chronic group metrazol gave better 
results than insulin. 

4. In our material the response to either ther- 
apy does not depend on the particular type of 
dementia praecox, 


pressive group because they recovered. 
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5. Alternation of these treatments in patients 
who did not respond to insulin or metrazol alone, 
proved to be of value in recent cases. 

6. Combination of these agents with other 
therapeutic measures gave no beneficial results. 


DISCUSSION 

Dr. Francis J. Gerty, Chicago: Dr. Steinberg and 
his associates are to be congratulated on attempting 
this piece of work. My own feeling is that one would 
have to be endowed with the gift of prophecy to truly 
evaluate these treatments in schizophrenic conditions. 
The etiology and pathogenesis is in a worse than doubt- 
ful state. The classification and diagnosis, dependent 
upon description of symptoms, are still open very 
much to question. 

The possible psychogenic origin has to be considered 
There is undoubtedly an element of mental shock in 
these treatments. Besides, transitory changes in the 
physiology and chemistry of the body have to be con- 
sidered. Last but not least, we have to consider definite 
pathological alterations in the central nervous system, 
as demonstrated by a good deal of recent work and 
confirmed by experience with patients who have shown 
some unfortunate results, particularly with insulin 
treatment. Some of the findings indicating pathological 
changes have been pointed out by Dr. Steinberg in his 
paper. 

Naturally the attempt to evaluate in the face of such 
fundamental difficulties is going to be very great. 

As to the question of whether it is worth while 
attempting evaluation at this time, of course we can 
compare the results of treatment by these means with 
the spontaneous remissions that have been secured in 
the past. There is a good deal of objection to that 
sort of thing. In the first place, classifications and 
standards of diagnosis in the past were not exactly the 
same as now. I have no doubt that many patients who 
recovered in the past were placed in the manic-de- 
I think we 
have a much more liberal attitude toward the recovery 
in schizophrenic conditions now than we used to have. 
We are more willing to admit people may have remis- 
sions of schizophrenic psychosis. Furthermore, as to 
the sub-groups of schizophrenic cases, opinions vary 
very much, particularly with regard to paranoid types. 

I know of psychiatrists who will not make a diag- 
nosis of paranoid schizophrenic condition based merely 
on persecutory delusions and hallucinations, especially 
during the acute stage. They feel they do not belong 
in that group. So when you attempt to evaluate the 
results of treatment you have a great deal of difficulty. 

I would suggest for a method of study in these cases 
rather close recording of facts. We should be slow 
to accept terms that indicate conclusions as to the 
classification of the disease, and the various other 
matters that we are too prone to include in our tables 


Note: We wish to acknowledge our appreciation of the in- 
terest and encouragement given us during the progress of this 
work by Dr, Charles F, Read, 
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of results. To do this might postpone knowledge of 
the true results for a very long time, but I feel it is 
the only way we can get to the root of the matter. 

Dr. Franz Alexander, Chicago: I have very little to 
add to the very instructive discussion of Dr. Gerty and 
the very instructive paper. I think everyone is in- 
terested in the new pharmacological treatment of schizo- 
phrenia. As I am not actively working in this field, 
I may be considered—if there is such a thing—as an 
objective observer. I would like to summarize briefly 
my impressions of this paper, of the literature and the 
methods of some of my colleagues working actively in 
this field. 

I think this new research brought about three types 
of contributions in schizophrenia research. The first 
and most valuable contribution, I believe, is the fact 
that in the early cases both insulin and metrazol may 
induce remissions. The second contribution, not well 
established, pertains to the curative value of these treat- 
ments. The question is to what degree these remis- 
sions can be considered as permanent cures. The third 
and less valuable contribution is the different attempts 
at explanation as to the physiological effect of these 
drugs. It is not probable that we deal here with a 
very highly specific effect. 

Insulin was introduced first, then metrazol, an en- 
tirely different drug in many respects with fundamen- 
tally different physiological effects, which bring about 
similar results. Comparing these results with some 
other remissions obtained by traumatic external stimuli 
again speaks for the non-specificity. 

Usually when a new discovery is made old contribu- 
tions are forgotten. Remissions are well known caused 
by sudden shock effects brought about on a _ psycho- 
logical basis, which was used by old psychiatrists. I 
do not say this is a method very useful or helpful, but 
rather authentic reports are made as to remissions. 

We know also that intercurrent organic diseases very 
often may bring about remissions and we should not 
forget those very interesting observations which prob- 
ably everyone dealing with schizophrenics psychiatri- 
cally not only pharmacologically, observed, that cer- 
tain psychological stimuli have high specificity: the 
mentioning of a name, a place, in the presence of a pa- 
tient unintentionally, which the patient overhears, may 
bring about a temporary remission. This remission may 
be of short duration. 

If we consider all these facts, we have the feeling 
that one does not deal here with specific effect but with 
a psychological shock effect which is brought about by 
chemical means. Before we go into any speculations, 
one must not forget the possibility that here we might 
deal with a chemically produced psychic shock effect 
counteracting psychological experiences which might 
have driven the patient into schizophrenia. 

I must emphasize again the danger which this very 
promising field involves, namely that we suddenly for- 
get well known and well established psychiatric con- 
cepts, namely that certain types of schizophrenia are 
reactions of the personality, probably of a constitu- 
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tionally predisposed personality to life experiences. 

This pharmacologically-induced shock effect might 
be considered a new psychological experience, a very 
profound one, a very thorough one which counteracts 
those emotional experiences which drove the patient 
into schizophrenia. The danger is that many workers 
in this field come from pharmacology and physiology 
and have no psychiatric background and may disregard 
the psychiatric experience in this field which shows 
that there are definite emotional developments typical 
for schizophrenia. After all, schizophrenia is a very 
deep disturbance of the total personality and it is diffi- 
cult to assume that a permanent change could be 
brought about by an acute physiological shock effect. 

So one must not entirely disregard the possibility 
that we deal with a reaction of the personality to the 
experience of the shock therapy. The shock effect 
brought about by chemical means as compared to other 
psychological shock effects, I would say, would be a 
bomb filled with dynamite compared to a bomb filled 
with gas. Here we have chemically produced a shock 
effect very deep, continuous and thoroughgoing which 
was never before introduced in such a consistent man- 
ner, which may create a terrific deep going psycho- 
logical reaction in the patient. There is the war ex- 
perience that shell shock neuroses can be cured by very 
painful electric shock treatment. This is based ob- 
viously on the fact that the treatment, being much more 
painful than the fear of the front, the patient under 
pressure of the painful treatment is pulled out of the 
hysterical condition, to be sure not of malingering. The 
physiological theory of this treatment of hysteria is 
now disproven and nobody assumes any longer that the 
painful electric shocks create a change in the brain 
cells. 

We must be cautious at present in making theoretical 
explanations, because we do not know whether we deal 
with very specific physiological chemical reactions or a 
deep going psychological effect. I agree with Dr. 
Gerty that the next step is not only careful physio- 
logical analysis of the cases but also a careful psycho- 
logical study to establish the personality changes that 
take place during the shock therapy and during the 
remissions. I am, therefore, very much interested in 
the project of Dr. Read, who is planning to make such 
a systematic study of schizophrenic patients. 

Isidore Finkelman (Chicago) : Mr. Chairman, Ladies 
and Gentlemen: It is hazardous to draw etiologic con- 
clusions from therapy. Recently I have had a su:- 
cessful result with metrazol shock therapy in a woman 
of 59, ill for two years, presenting psychiatric symptoms 
that fit in with a diagnosis of presenile psychosis. The 
reason that I cite this case is that one cannot say that 
metrazol shock therapy, or perhaps insulin too, is of 
value only for dementia praecox. 

The phenomena that occur in the central nervous 
system as a result of insulin or metrazol shock therapy 
can be best explained by Monakow’s concept of dia- 
schisis or cerebral shock. Monakow believed that the 
sudden interruption of function of a given part of the 








410 ILLINOIS MEDICAL JOURNAL 


brain causes a shock to all those structures connected 
with.the damaged part by fiber paths or systems. He 
believed that this shock caused a temporary cessation 
of function of the connected structures. 

In the case of metrazol shock therapy there is a 
profound physiologic disturbance at the site of action 
of the convulsant which in turn causes a cessation of 
function of “centers” and associative pathways which 
stand in definite relation with the affected site. The 
convulsive phenomena are of secondary importance in 
the production of this cerebral shock since it may be 
produced by insulin with or without a convulsive seiz- 
ure. When restitution takes place the ideational pat- 
terns may not follow the previous pathways. 

Roland P. Mackay (Chicago): My experience with 
insulin therapy has emphasized the dangers which lie 
in this method. There are certainly ominous neuro- 
logic changes which are not due to overdosage. A 
patient now under my care in a peurperal schizoid state 
received very moderate doses of insulin. During the 
apparently ordinary “wet shock” which she experi- 
enced, she exhibited Babinski reactions, which per- 
sisted until she began to emerge from her coma. AI- 
though those changes disappeared when she recovered 
consciousness, they impressed me as being ominous 
and seemed to indicate that very definite organic changes 
of an important type were taking place. 

Another interesting feature was the definite cyanosis 
hich was observed in this patient during the shock, 
ul spite of her normal cardiovascular system. Cyanosis 
of this degree, prolonged for one or two hours, might 
uidicate a degree of anoxia injurious to the central 
wervous system. We must be cautious lest we do our 
patients definite physiological harm, and should observe 
and record facts rather than to attempt to theorize 
prematurely. 

Dr. Steinberg: I wish to thank the discussants for 
their valuable remarks and suggestions. We did not 
attempt to draw any definite conclusions regarding the 
therapies at this time; we merely wanted to compare 
them in order to obtain some information upon which 
to base further studies and investigations. In spite 
of the relatively small number of patients, we think 
that such a report might be useful. That either of 
these therapies is of value in the treatment of demen- 
tia praecox, I believe no one will question. 
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MEDICAL CARE FOR ALL THE PEOPLE 
R. K. Packarp, M. D. 
CHICAGO 

Dr Leland has covered a considerable portion 
of this subject, and it does not leave a great deal 
for anyone to say. I think it is important for 
us to remember that there has been a great deal 
of agitation on the part of the American people 
for some change in the practice of medicine, but 
no one up to the present time has been able to 
set up any plan they think would be applicable 
to a solution of this subject, unless it was some 
form of socialized medicine or insurance medi- 
cine which we know, as Dr. Leland has stated, 
has been a failure in the countries where it has 
been in operation. I think the subject of ade- 
quate medical care to the American people is an 
important subject; it is constantly going to be a 
fluctuating subject or a fluctuating condition. 
And it is going to fluctuate just as the economic 
condition in the United States fluctuates; that 
is, in periods of great prosperity we are going 
to have less trouble in the problem of rendering 
adequate medical care to the American people 
than we are in periods of great depression when 
we run into not only a large number of indigent 
people, but we also run into an increased num- 
ber of so-called low income groups. I think 
most of the studies that have been made of the 
subject of adequate medical care to the Amer- 
ican people have found perhaps two things that 
we might agree to. First, they have found there 
are sparsely settled communities in the United 
States where adequate medical care is not at all 
times available to the people, due to the sparsely 
settled community and the long distances of 
travel to the facilities for medical care. Second, 
I think we will agree that there are certain im- 
poverished communities in this country in which 
they do not have the facilities for medical care. 
Some of these communities are not only impov- 
erished from the standpoint of financial stability 
but, as Dr. Leland stated, they are impoverished 
as regards their sense or understanding of what 
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adequate medical care means. And in some of 
these communities we find that the people are 
not very much interested in adequate medical 
care, and in those instances it remains purely a 
matter of carrying education to those groups. 
And, finally, | believe we do find a certain group 
of low-income people that fluctuates with eco- 
nomic conditions that, because of the high in- 
cidence of disease in certain periods of time, are 
not able to afford adequate medical care. 1 do 
not believe it is possible to state what income 
should be a basis upon which an individual or 
family can have adequate medical care. Studies 
that have been made show very definitely that an 
income may be what we would consider a fairly 
good income and yet, with a large family with a 
high incidence of disease within a few months, 
that family even with what we might call a suit- 
able income are not able to afford adequate medi- 
cal care in that given period of time. 

Now, it is perfectly obvious that the medical 
profession cannot do anything about sparsely 
settled communities. We can’t resettle these 
communities. We can’t do anything about im- 
poverished communities as far as their financial 
status is concerned, If their attitude towards 
adequate medical care is not what it should be, 
then, I think the function of medical organiza- 
tion is to carry a program of education to those 
people so they may be educated as to what ade- 
quate medical care really means in this country. 

When we come to discuss the low income group 
and their need for adequate medical care, it has 
always seemed to me that we must discuss the 
relation of capital and industry to this particu- 
lar problem, because it is not the problem of the 
medical society to raise income. It is not the 
problem of the medical society to state what 
management should do in capital or industry. 
But I do believe that it is one of the responsi- 
bilities of capital and industry to assume the 
responsibility of paying a wage to the great 
majority of people that will make it possible for 
them to have adequate medical care. I make 
that statement because of the period of great 
prosperity between 1920 and 1930. We see much 
in the public press about the high cost of med- 
ical care, and we often see management chal- 
lenging the high cost of medical care, saying that 
a large percentage of the American people could 
not afford adequate medical care because of this 
high cost. Well, now, the committee on the cost 
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of medical care did not find that the cost of 
medical care was too high. They agreed that the 
cost of medical care was not too high. They did 
state that there were a large number of people, 
because of the low income group, who could not 
pay for medical care. So, I go back to the re- 
sponsibility of management and say that if, dur- 
ing the period of great prosperity between 1920 
and 1930 they were not able to pay a wage 
during that period that would allow the average 
American worker an income suflicient to provide 
for adequate medical care, then I think I would 
have to come to the conclusion that there is 
something wrong in the long run of management 
of capital and industry in this country. I would 
like to say one thing more, that during that great 
period, if you will recall, when capital and indus- 
try were stating that the cost of medical care was 
too high, we had companies declaring large stock 
dividends, large cash dividends and created a 
spirit of gambling on the part of the American 
people, labor and all. Management of capital and 
labor brought about some of the conditions that 
we have in this country today. I don’t-want you 
to misunderstand me at all. Iam a firm believer 
in the capitalistic system. I am only pleading 
for better management and a greater responsi- 
bility of management of capital and labor. It 
might have been possible for management to have 
set up some plan, either in increased wages or 
some other form of assurance to labor that would 
have used a reasonable portion of their surplus 
funds, and that might have had much to do with 
the prevention of the great crash that we had 
and some of our economic troubles at the pres- 
ent time in the large indigent load we have to 
carry in this country. 
solution to the low income group situation, that 
solution must come from management rather 
than from the medical profession. 

In the State of Illinois we have already ap- 
pointed a committee, as Dr. Leland suggested, 
to make this survey. In the city of Chicago a 
special committee has been appointed because of 
the enormous task of making that survey in the 
city of Chicago.. I think the most important 
thing we have to do is to complete this survey, 
but we must not only fill out these blanks and 
get them back to the American Medical Associa- 
tion, but we must complete this survey so that it 
is as true and as accurate a survey as is possible 
to obtain, because the value of it is going to 


Certainly, if there is any 
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depend to a large extent upon the accuracy of 
this survey. 

1 want to spend just one or two minutes in 
talking about one or two plans that we have run 
across in the last few weeks, where I believe 
they have to a partial degree solved the problem 
in the local county medical societies of rendering 
adequate medical care to all of the people in their 
community. I wouldn’t say I agree at this time 
with all of the procedures in either one of these 
plans, but at least both of these plans have solved 
the problem for the communities they serve. One 
is in Sedgwick county, Wichita, Kansas, in 
which the county medical society has assumed 
the responsibility of rendering adequate medical 
care to all the people in that county, In that 
plan, there is a fund available for relief; that is, 
that portion which is available for medical relief 
is paid directly to the county medical society. 
That county medical society uses this fund for 
the operation of the county society. The mem- 
bers in that county are taking care of the indi- 
gent for no pay, using their funds, as I said 
of the county medical 
in that county, They 


work in that county. 


before, for the operation 
society and the activities 


have stopped all charity 
The hospitals that had any plan for charity 
work have been asked to All of the 
people who are on relief go directly to the clinic 


for medical care, and the doctors in the county 


serve in that capacity. If it is necessary to make 
house calls, they are made on the same basis. It 


stop that. 


so happens in Sedgwick county that the plan 
works out fairly good, because a large percentage 
of their work is done at the county hospital. In 
that county all the indigents are taken care of 
in the county hospital. They have a building 
they rented in which they have fitted up a clinic, 
in which the doctors spend a certain number of 
hours each week in rendering medical care to 
the indigent. Most of that work, however, at 
the hospital and at the clinic is carried on by 
three resident physicians at the county hospital, 
who are on the payroll of the county. They told 


us there that the residents of the county hospital 
do about 80 per cent of the indigent work, and 


that the doctors do the remaining 20 per cent. 
No one in the low income group or who is on the 
payroll, even on a WPA job, can go to the county 


hospital or the clinic for medical care. They must 
go to the county medical society building where 


social workers are engaged under the direction 
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of the county medical society, and, incidentally, 
the community fund in Wichita pays the salary 
of these social workers. She collects data on 
that family regarding their rent, their income, 
the number of children, etc., and then sends that 


information to the family doctor, and allows the 


family doctor to state the fee which he thinks 
that individual ought to pay for medical services. 
If it is perfectly obvious from her examination 
that that individual cannot pay any fee at all, 
that they are entitled to charity, then that is 
reported to the county medical society, which 


passes on it. If it is her opinion that those indi- 


viduals are not in the low income group, they 
are told to go to their doctor and make their 
own arrangements, that they are well able to 
pay for medical care. 

Now, the result of that program has been to 
solidify the community to the idea that medicine 
can be trusted, that medicine has furnished 
leadership, and all the papers, the county com- 
missioners, various service clubs, various churches 
and organizations take their medical problems 
immediately to the county medical society. One 
bad feature of this plan is that the doctors who 
are doing this work are not receiving any pay 
for the care of the indigent in that particular 
county. 

Now, another plan I want to discuss briefly 
is the one in Pontiac, Michigan, which they 
have organized somewhat on the same basis. 
They appointed a doctor or elected a doctor to 
have charge of this work. They approached the 
authorities that allocated the funds for indigents 
in Pontiac, Michigan. Previous to that they 
had the county physician do the work. The 
same was true in Wichita. Previous to that they 
had the county physician do the work. They 
didn’t know what it would cost them to run this 
plan in Pontiac, Michigan. Finally the super- 
visor of the fund said, “I will not allow more 
than ten per cent of the total fund allocated for 
relief purposes for medical care.” And they 
started out on that basis. Up to the present 
time the highest amount they have used in any 
one year has been seven per cent, They have 
kept it under what they previously had stated 
they would do. Now, the doctors in this instance 
are paid for rendering care to the indigent. They 


are paid on a reduced fee basis. The patient is 
allowed free choices of a physician in this plan, 


and the number of calls that can be made on a 
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chronic case or acute case are regulated by the 
county medical society, The county medical 
society polices its own members to the extent 
that they see to it that they do not make calls 
that are unnecessary or charges that are out of 
line for the type of work that they are doing. 
They also have another plan there for medical 
relief for the low income group: not the indi- 
vidual who is indigent but the individual who 
is on a payroll and whose income is so low that 
he cannot afford adequate medical care. They 


allocate medical relief to that individual. He is 


taken care of under the same plan and the doctor 


is paid for the service of taking care of that 
individual. 

Obviously, there are a great many details to 
these plans that time does not permit us to dis- 
cuss but I bring them to you in line with what 
Dr. Leland has stated. 

If this survey and this study is to be of value 
to the medical profession, to be of value to the 
American people, we must not only make the 
survey but studies must be made and programs 
instituted that are going to care for the peculiar 
conditions in any given locality. It has been 
demonstrated that done with some 
degree of satisfaction both to the doctor, to the 


governmental agencies and to the public. And, 


I think if we carry on this survey on the basis 
that we are going to correct the false statements 


it can be 


that have been made about us, and that we are 
going to correct any inadequacy in medical care 
that we find, we will have contributed much, not 
only to the medical profession but to the Amer- 


ican public. 





THE IMPORTANCE OF THE BUSINESS 


MEETING 


R. T. Perri, M. D. 
OTTAWA 


I have been secretary of the La Salle County 


Medical Society for about ten years. I had an 
idea my job as secretary would consist in writing 
up the minutes of the society and keeping the 
books, and reporting to the secretary of the State 
Medical Society. But I have found I have really 
become the business representative of the society 
because the secretaryship is more or less perma- 


nent and the presidency is changed every year. 


So, in the course of my secretarial duties I am 
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confronted with many community problems; the 
most recent one is the formation of a company 
for the furnishing of hospital care. An insur- 
ance man in Ottawa read an article in the Good 
Housekeeping magazine on hospital insurance 
and thought he would like to go into that busi- 
ness, So, he came to me as secretary of the Med- 
ical Society to ask my advice. I could not give 
him very much information. Therefore, I wrote 


to the Bureau of Medical Economics of the Amer- 
ican Medical Association and got their report and 
read to him that part that deals particularly with 
the relationship of the medical profession to the 
hospital insurance plan. The statement by the 
American Medical Association makes it quite 
clear that corporations are not permitted to prac- 
tice medicine, and that the giving of anesthetics, 
the providing of pathological service and the 
preparation and interpretation of x-ray films 
were the practice of medicine. These activities 
in a great many hospitals have been taken over 
by technicians, nurses, etc., with and without 
supervision by physicians, 

My friend, the insurance man, drew up his 
by-laws, and submitted the plan to the American 
Hospital Association. He came back to me with 


a letter from Mr. Roreham, of the American Hos- 


pital Association, which stated, “1. I am very 


much surprised that your local group proposes 


to issue a contract that would exclude anesthesia, 
pathological and laboratory service and X-Tay eX- 


aminations.” 

Dr, Austin H. Hayden, Chicago: What is the 
date when he was surprised ? 

Dr. Pettit: April 6, 1938. Continuing: “I am very 
much surprised that your local group proposes to issue 
a contract that excludes these services. In other words, 
these essential services now appearing on the hospital 
bill would limit the benefits to such a degree that it 
would be hard to justify the services primarily in the 
interest of the public welfare. The general public are 
interested in having an insurance plan that will pay 
hospital bills and not mererly give a partial credit against 
the cost of hospital care, particularly the unpredictable 
and frequently expensive items such as anesthesia, lab- 
oratory service and x-ray. No doubt, this suggestion 
of a restricted contract has come from local pressure.” 

As secretary and contact man of the county medical 
society, trying to direct a man of high standing in our 
community in the insurance business in cooperating with 
the medical profession along correct lines, we are fol- 
lowing the lead of the American Medical Association. 
I should like to ask Dr. Leland if there is a difference 


of opinion and policy at present existing between the 








American Medical Association and the American Hos- 
pital Association ? 

To proceed—at the instigation of the secretary, the 
president of our County Medical Society appointed a 
committee to confer with the insurance man, a set of 
resolutions were drawn up and adopted by the society 
and any insurance company wishing our endorsement 
in selling Hospital Insurance Policies will have to meet 
the requirements outlined in the American Medical As- 
sociation report and set forth in our resolutions. The 
business meeting of the County Medical Society can be, 
as shown by this example, one of the important parts 
of the Medical Society Program. 

Dr. Pettit, in closing: I wish to thank the gentle- 
men for their extensive discussion of this subject be- 
cause, while we are not close to any large city, this 
hospital insurance question is a vital one. And Dr, 
Monroe has pointed out to me more clearly than ever 
the dangers of some of these things and what they can 
lead to. We have gone on record in La Salle County 
as to what we would endorse and what we would not, 
in line with the policy enunciated by the American 
Medical Association. That policy is in conflict with 
the policies of certain insurance companies and the 
American Hospital Association. With hospital insur- 
ance I fear the same thing will happen that has hap- 
pened in automobile insurance. In former years you 
couldn’t get coverage on your accessories, and then 
somebody came along and said, “If you take our pol- 
icy, we will cover your accessories.” Then a rival 
company comes forward with another policy and says, 
“We will cover your tires.” 

First it will be anesthetics, included in the hospital 
insurance policy, and then it will be laboratory, and 
the next thing it will be first aid work and then x-rays 
and finally everything else. I think it represents a real 
danger. Madison county down here is put into direct 
competition with St. Louis, and they are going to fur- 
nish something more; and then St. Louis will come 
back and furnish something better; and it comes down 
to a matter of commercial insurance companies com- 
peting business, using medical services as their pawns. 

I hope, Dr. Leland, that the American Hospital As- 
sociation can be made to see the light. 

Dr. R. G. Leland, Chicago: I suspect that county 
medical societies and state medical societies all over 
the United States have been furnished with the views 
and literature of group hospitalization insurance pro- 
moters and propagandists. Mr. Rorem was formerly 
with the Julius Rosenwald Fund. About a year ago 
those in charge of this philanthropic oganization de- 
cided that it was desirable to discontinue some of the 
Fund’s activities. A grant of a considerable sum of 
money was made to the American Hospital Association 
and Mr. Rorem moved his office to the American Hos- 
pital Association headquarters. Mr. Davis who was the 
medical director (although a Ph.D.) for the Julius 
Rosenwald Fund, went to New York City where he 
founded a Bureau of Medical Research. Although the 
Rosenwald Fund is no longer operating from its for- 
mer address in Chicago, its activities are still going 
on from New York City, from the American Hos- 


ILLINOIS MEDICAL JOURNAL 


May, 1939 


pital Association. Group hospitalization insurance does 
benefit people who cannot pay the full cost when seri- 
ous or prolonged ilness, which requires hospitalization, 
occurs, This subject has received a considerable 
amount of attention by the Judicial Counci! of the 
American Medical Association and by the House of 


The Bureau of Medical Economics has pre- 
The most recent report is the 


Delegates. 
pared several reports. 
one to which the speaker referred. In one of its reports 
the Judicial Council expressed the opinion that if hos- 
pitals chose to sell their facilities on an insurance or 
prepayment basis, that was not the concern of the medi- 
cal profession but it was definitely the concern of the 
medical profession if hospitals chose to include with 


their facilities the sale of medical services. It is largely 


on that point that there is sharp difference of opinion } 


between the administrators of the group hospitalization 
plans and the American Medical Association. Ever 
since 1920 the American Medical Association has vigor- 
ously opposed sickness insurance, state medicine and 
socialized medicine. I am of the opinion that the sale 
of medical services by contract through hospital insur- 
ance corporations is the entering wedge to a more com- 
prehensive program of socialized medicine, notwith- 
standing the fact that the directors of group hospital- 
ization organizations claim that group hospitalization 
insurance will forestall or postpone the socialization of 
medicine. These contracts sold by hospitalization in- 
surance corporations in which medical services are in- 
cluded merely perpetuate and accentuate certain condi- 
tions in hospitals that physicians have for some time 
been attempting to adjust. I refer to the practice of 
anesthesia, clinical pathology and radiology. In some 
instances hospitalization insurance contracts also include 
such services as physical therapy, electrocardiography, 
basal metabolism and the care of the ambulant accident 
patients. These services are medical services. The 
administrators of hospitalization insurance plans claim 
that they are providing nothing more than the services 
ordinarily furnished by hospitals on a basis long estab- 
lished by practice. Although it may be true that in 
many hospitals the charges for the services of the anes- 
thetist, clinical pathologist and others may be included 
in the bill, such a practice is not necessarily correct. 

There seems to be sufficient evidence to show that 
in some instances hospitals have been profiting through 
the exploitation of the specialists which are ordinarily 
housed in hospitals, chiefly anesthesia, clinical pathology 
and radiology. It has been the custom to pay a salary 
to the physicians who furnish the services and to charge 
a full fee for the services. The difference, if any, 
has been placed to the credit of some other department 
of the hospital that showed a deficit. 

Moreover, I believe that this practice constitutes the 
corporate .practice of medicine and that such methods 
of furnishing medical care will ultimately result in de- 
terioration of the service. The House of Delegates 
of the American Medical Association adopted the policy 
that medical service should not be included in group 
hospitalization insurance contracts. Hospitalization in- 
surance corporations combine to organize and initiate 
plans with the inclusion of medical services contrary 
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to the policy and actions of the House of Delegates 


of the American Medical Association. The question 


is one which concerns not only anesthetists, clinical 
pathologists, radiologists and physical therapists ; it con- 
cerns every physician in private practice since, if the 


corporations now issuing contracts for hospital insur- 
ance, with the inclusion of a few medical services, be- 
come sufficiently strong and influential to corner a large 
section of the medical market, and if they are able to 
acquire a considerable reserve and feel impelled to lib- 
eralize the contract benefits or to distribute to their 
members a dividend in some form or another, is it not 
reasonable to suspect that they will include more med- 
ical services? Therefore, surgery, otology, ophthal- 
mology, dermatology, urology and other specialties may 
very well consider whether they may not be the next 
to be included in group hospitalization insurance plans. 

This situation in my opinion indicates a very definite 
entrance of hospitals into the field of medical practice, 
led largely by this new movement of group hospitaliza- 
tion insurance. It is necessary for the medical society 
in each community in which group hospitalization in- 
surance is proposed to study carefully the method of 
organization and administration, and the contract pro- 
visions before giving any approval of the plan. All 
such plans should be examined to determine, if possible, 
the effect they will have on the quality of medical serv- 
ice and the future of medicine. 

Dr. C. M. Fleming, Rushville: I believe I have a 
solution of the fact that the hospitals give so many 
anesthetics and there has never been anything done 
about it. The reason for that is that many surgeons 
have their own anesthetists and, if they would make 
any effort to stop nurses and hospitals giving anes- 
thetics, they would have to discharge their own anes- 
thetists. I wish you would take that under considera- 
tion. 

Dr. D. D. Monroe, Alton: I come from a county 
just across the river from St. Louis. The group hos- 
pitalization plan is well established in the city of St. 
Louis, with a clientele of over 30,000 people. It has 
a tripartite board, consisting of laymen, hospitals and 
physicians. Many physicians on that board are teachers 
in the medical schools of St. Louis. In self-protection 
we of the city of Alton and Madison county invited 
the hospital group into our county. We face an acute 
economic problem. We either must form group hospi- 
talization plans in our county or see great numbers of 
our people go into St. Louis. What would you do 
under similar circumstances ? 

Dr. Austin E. Hayden, Chicago: I don’t like the 
sound of my own voice but I can’t let the opportunity 
go by without saying something special. I admit most 
of the others feel the same way. I asked Dr. Pettit 
when he was reading his paper the date of that letter 
when Dr. Roreham expressed such great surprise at 
the fact that the La Salle County Medical Society was 
questioning in any way the propriety of group hospi- 
talization invading their domain because, as Dr. Mon- 
roe has said, it is a real invasion. It is my candid 
opinion that Mr. Roreham would have been really 
surprised, almost astonished, if you hadn’t written that 
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letter, His letter was dated April 6, 1938. 1 suppose 
he has known from Leland—a hundred times, maybe 
a dozen times he has read in the public press and com- 
ments in the Journal of Medicine—that the question you 
asked in every instance. 


Now, I presume that it is the privilege—I think John 
Neal will bear me out in that if he is here—of every 


individual to buy insurance against anything, lightning, 
life, fire or anything under the sun, and he must pay 
the price, of course, for the protection that he seeks. 
Now, it is said of group hospitalization insurance or 
group hospital coverage, or whatever name you want to 
call it, that that’s without cost but it is not. Dr. Le- 
land will tell you, and I hope he will discuss this matter 
again, that his figures show, and the report from the 
Bureau of Medical Economics shows, that the costs 
to the patients for those hospital. days are anywhere 
from 11 to 38 per cent, and that cost is inescapable. 
I don’t say it isn’t just. I say the hiddennes of it bears 
the same unpleasant relation to the individual that pays 
it that the hidden tax on gasoline does, or anything 
else. If he wants to pay that, that’s his business, but 
the American Medical Association or anybody else 
should say it is not. 

The question that has been raised about anesthetics, 
of course, is pertinent. It is more seriously pertinent, 
however, in regard to x-ray and pathological service, 
I think, throughout the country. It.is true, as Dr. Le- 
land has said, that the administration of these services 
by employes paid by the hospital is a thing that has 
grown up through the years. Nobody paid very much 
attention to it. The people that were participating in 
it, the radiologists and the pathologists, evidently were 
satisfied—not entirely satisfied, perhaps—but they were 
satisfied with the way things were going, feeling they 
would be loathe to give up this relationship. I am in- 
formed that the St. Louis county plan, of which Dr. 
Monroe spoke, is the only plan in the United States 
that does not include any such services and, conse- 
quently, in that respect, at least, is the most ethical of 
all plans. I have been so informed. At least, that is 
the most prominent one. You see that Dr. Monroe’s 
very pertinent question brings to the front just exactly 
what Leland said. The fact of the matter is that, if 
these plans are successful, they may become stronger 
from their central organization, from their ability to 
speak as one unit, from the fact that they are busy in 
public relief as affects their counties, where Dr. Pettit 
as county secretary is busy in his office. They are 
making contacts with the public. They get columns 
of favorable publicity, whereas the medical society very 
frequently gets columns of the other kind, in the long 
run, and it isn’t a very long run. How long has the 
St. Louis plan been in existence? 

Dr. Monroe: Less than a year and half. 

Dr. Hayden: Across the river in East St. Louis they 
are beginning to feel the effects of an organization over 
which they have no control and still is invading their 
field. Now, whether the St. Louis county coverage is 
all right at the present time, you don’t know what is 
going to happen to that in the future. And all these 
considerations are tied right in with this survey that 
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Dr. Leland is making, because I firmly believe that the 
beginning of many of these things will be either stopped 
or will be so rated that the control will be in the hands 
of organized medicine where, despite the statements of 
Roreham et al. to the contrary, it really belongs in the 
doctor’s hands and under the patient’s control through 
his own private practitioner. 





THE NEW DEAL IN MEDICINE* 

In this controversy over socialized medicine, 
it’s high time that we looked at both sides 
LoGAN CLENDENING, M. D. 

KANSAS CITY, MISSOURI 

I was in Springfield, Missouri, attending, by 
invitation, a county medical society meeting, the 
county society being an integral unit of the 
American Medical Association. Springfield is a 
typical American small town of 60,000 popula- 
tion. Its doctors are good, average, efficient, 
hard-working internists, surgeons, obstetricians, 
nose, throat, ear and eye, and general practi- 
tioners; not research workers or reformers. I 
was in a group when one said: 

“Where is all this agitation against the medi- 
cal profession coming from? Not from our 
patients—mine at least. They are satisfied. They 
tell me so. During the last two depressions I 
have taken care of every patient who has applied 
to me—whether he had any money or not. Many 
times I have paid hospital bills. We hear about 
lack of adequate medical care. I don’t believe 
there has been one person with an actual illness 
in this county for twenty years who hasn’t had 
adequate medical care if he wanted it. I have 
all the patients one man can handle. I can’t go 
out and drag people off the roads and treat ‘em. 
Where is the agitation coming from ?” 

“T’ll tell you where it is coming from,” said 
another. “Did you ever know a journalist or a 
free lance magazine writer? Well, they fre- 
quently get hungry. And when they do, they 
have to write one of these slap-bang articles. It 
It has to expose 
That is where 


can’t be calm and judicial. 
something—point to a ‘racket.’ 
the criticism is coming from.” 

“And don’t forget the neurotics,” added « 
third. “They are always howling. This $150,- 
000,000 worth of hospitals the government is 
going to put up will be filled mostly with neu- 
rotics.” 


*Reprinted from ‘‘The Commentator,” February, 1939. 
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I give this conversation for what it is worth 
as a viewpoint. It may be wholly or only par- 
tially true. At any rate, the first speaker's re- 
marks do not confirm the statement of Dr. Hil- 
ton 8S. Reed, of Atlantic City, New Jersey, that 
“the 100,000 ‘bag-toting’ Doctors of Medicine in 
the United States . . . believe the distribution 
of medical care and the cost thereof should be 
modernized.” (Italics mine. I take it “mod- 
ernized’”’ means “socialized” in general terms.) 

And the statement of the second speaker does 
get some support from the fact that in the 
November magazines, current with my present 
writing, an article on “The Sinus Racket” 
appears in The American Magazine, one on “The 
Drug-Prescription Racket” appears in The 
American Mercury, and one on “The American 
Medical Association” in Fortune. And in Har- 
pers September issue, Mrs. Avis D. Carlson 
writes (a much more sober article) on “The 
Doctors Face Revolt.” Most of all this is plain 
propaganda. 

Now, if anyone wants to understand the pres- 
ent situation in medicine, he will have to sit 
down quietly and hear both sides. It is not a 
simple problem, There are grave objections to 
all the plans for reform. 

I suppose it is unnecessary to state the prob- 
lem. It is too familiar. Briefly, let us say, 
that it concerns the fact, I think it is a fact, 
that the cost of medical care is too high for the 
average American family, and that adequate 
medical care is not universally available in the 
United States. The situation is more acute than 
it was twenty-iive years ago, although there have 
always been kicks about the doctor’s bill, because 
medical science has advanced so that treatment 
is intrinsically and necessarily far more expen- 
sive than it was then. 

The x-ray came along and all kinds of blood 
tests and surgery, which entail expensive hospi- 
talization, and all kinds of new treatments that 
cost money. The up-to-date doctor wants his 
patients to have the advantage of all this and 
he has been caught up in a situation, just as 
we all have been caught up in the gyrations of 
modern machine life. In fact, I venture that the 
average doctor spends more time than all the 
bureaus in Washington fighting to keep his 
patients’ hospital and laboratory expenses down. 
Certainly nobody can say that the American doc- 
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tor of today has not kept abreast of the advances 
in medical science and technique. 

And let us remind you also that with all the 
difficulties the doctor of our time has not done 
so badly. During the two depressions the num- 
ber of people ill has been lower than at any other 
time in the history of the hnited States or than 
in any European or Asiatic country—particu- 
larly countries where state medicine flourishes. 
Life expectancy has increased. Infantile dysen- 
tery and diphtheria, the scourges of young life 
in the Nineteenth Century, have almost disap- 
peared. 
a case of diphtheria for several years. The death 
rate from diphtheria here is a quarter of that 
of England or Germany. If tuberculosis con- 
tinues on its downward course, we may expect 
that by 1960 “the great white plague” will he 
tImost as harmless as smallpox. 

This has been accomplished by the medica! 
profession and its public health services oper- 
ating under the very conditions that have 
brought so much criticism. 

What is it, then, that the disaffected groups 
want in order to overcome the difficulties as to 
adequate medical care and its costs? Several 
plans have been advanced. 





In some large cities there has not been 


WITHIN REACH OF ALL 


Under the National Health Program, some 
$150,000,000 is to be used to build hospitals, in 
the belief that there should be a hospital within 
30 miles of every citizen. 

An American Medical Association survey 
shows that 98 per cent. of the population is 
already within that distance of hospital care. 
So if the plan is carried out, some hospitals will 
be in territories where there are hardly a hun- 
dred people within a hundred miles. 

Before this vast sum is spent, some agreement 
about what is actually needed should obviously 
be reached. 

The first is the “socialization of medicine.” 
As long as private enterprise remains, and as 
long as some people at least have enough money, 
they are going to have their own doctor. 

We do not have to go very far afield for con- 
firmation of this. Mr. James Roosevelt, I take 
it, is representative of all forward-looking social 
thought. Recently, as has been pointed out, he 
was faced with the necessity of choosing a doctor. 
Did he feel, as do his father and the sponsors 
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of the National Health Program, that his peptic 
ulcer was a public problem? Or did he apply to 
the Washington Group Health Association, Inc., 
so enthusiastically endorsed by his mother? Or 
did he go to a government hospital? Oh, no! 
He went halfway across the continent to the 
private doctors who have the best—and deserved 
—reputation for handling his particular kind 
of case. 

Several other plans which demand serious con- 
sideration have been advanced. One is group 
hospitalization, advocated with some reservations 
—as to the maintenance of professional stan- 
dards—by the American Medical Association; 
one is group medical service; another is compul- 
sory health one is the National 
Health Program; one is voluntary health insur- 
ance as advocated—through a meeting of the 
House of Delegates, September 16, 1938—by the 
American Medical Association. 

Most of these plans bear their explanations 
in their names. I will refer to certain aspects 
below, but here I want to pause and point out 
that the critics, I will even say the enemies, of 
the medical profession in its present setup, are 
two; one set is without and one set is within its 
membership. 

The enemies without are the sociologists. The 
social workers, the statisticians, the public health 
officials (lay and professional, of course, with 
many individual exceptions), the visiting nurses, 
the uplifters, the well-intentioned hell-pavers, 
from William Trufont Foster or M. M. Davis 
down to any soapbox orator in Columbus Circle 
—people who have never had the responsibility 
of treating a sick. person and who think diagno- 
sis and treatment can be dished out wholesale, 
after the fashion of the ready-made pants busi- 
ness. -| 

One example of this particular kind of crusade 
is the very current “campaign” against syphilis, 
as preached by Surgeon General Parran. Here 
is a problem, hitherto essentially of private 
practice, which they propose to take over as a 
public health campaign because they believe pri- 
vate physicians do not give it adequate attention. 
I don’t know whether General Parran has ever 
had the responsibility of treating a private and 
personal patient with syphilis—one who volun- 
tarily chose him as his physician and put his life 
and honor in the doctor’s hands. Perhaps he 
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has. All I can say is he doesn’t act as if he 
had ever had that experience. 

As part of this campaign it is advocated that 
everybody in the United States have a Wasser- 
mann test, presumably to see how many people 
have syphilis. But any practicing doctor could 
tell you what kind of mass hysteria this would 
raise. The Wassermann test is not an infallible 
sign of syphilis. Every doctor knows hundreds 
of spiritual tragedies where a perfectly aseptic 
person has had his or her mental outlook black- 
ened, and taken unnecessary treatment for years 
because of a chance positive Wassermann test. 
And, on the other hand, some very definite cases 
of syphilis carry a negative Wassermann. The 
experienced physician uses the Wassermann as a 
check to his clinical findings—if he suspects 
syphilis already, a positive Wassermann confirms 
his diagnosis. If in a routine complete exami- 
nation he gets a report of a positive Wassermann 
where no signs of syphilis exist, he ignores it. 
At any rate, he usually keeps the knowledge to 
himself. And yet I saw a photograph reproduced 
in the rotogravure of a metropolitan newspaper 
of a Wassermann party, among the members of 
a suburban women’s club. All the ladies were 
having their Wassermanns taken. What a blow- 
up—domestic and cultural—would happen if one 
of them were to come out positive! 

Then the idea that every infected individual 
should be intensively treated for syphilis, and 
that this will wipe out the plague! The opinions 
of practicing physicians in this field are quite 
at variance with such an optimistic idea. There 
are several doubts: one is whether syphilis, even 
with our modern methods, is ever cured. An- 
other is whether the treatment is not often worse 
than the disease. I heard a very eminent 
syphilographer say not long ago, “If I had 
syphilis, I’d conceal it.” Meaning that intensive 
treatment in the early stages may tend to the 
development of late serious nervous syndromes 
and disease in other organs. 

Not that treatment in syphilis is ineffective or 
that it should not be exhibited. But it should 
be applied with great care and skill, individual- 
izing each case. The wholesale slathering of 
anti-syphilitic treatment that the public health 
enthusiasts desire would be disastrous. 

For the statistician all these human beings 
with syphilis are numerals on a piece of paper. 
In his magnificent calculations a stroke of the 
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pencil—wholesale treatment—wipes the syphilis 
out. But human experience is not so simple 
us that. 

Of the enemies within the profession, the first 
thought will probably go to the so-called rebel 
Committee of Physicians who belong to the or- 
ganized medical association but who disagree 
with its policies. The committee is not much 
of a menace, because it is composed mostly of 
dilettantes. The members have worked in insti- 
tutions or on the faculties of medical schools. 
They have not experienced the rough and tumble 
of actual practice. What they want is an exten- 
sion of government into practice—larger utiliza- 
tion of government hospitals, the extension of 
public health officers into private practice, health 
insurance, group hospitalization, etc. 

What other groups advocate is Compulsory 
Health Insurance for everyone—which means 
that as an employer you pay a third of the 
insurance, the employee pays a third, and the 
government (that is, the taxpayer) pays a third. 
It is like the Social Security business. 

The group hospitalization plan is very widely 
popular. Under its provisions you are solicited 
to join a group and pay so much a month. When 
you fall ill you may go to any hospital which 
is a member of the group. Your routine expenses 
are met or discounted in consideration for the 
fact that you have paid your dues regularly. 
You pick and individually pay your own doctor. 

Group medical service is somewhat like the 
group hospitalization plan, but includes the serv- 
ices of physicians. You pay so much a month 
to a group of doctors and when you are ill they 
take care of you without additional cost. For 
many people (for instance, Mrs. Avis D. Carlson 
in Harper's magazine for September) it is 
“almost incomprehensible’ why the American 
Medical Association does not approve of this 
idea. But the Association has two reasons. One 
is that the plan eliminates free choice of a 
physician. The second is that in practice in 
communities where this plan is flourishing the 
tendency is for groups to meet competition by 
reducing the monthly rate, so that in some 
instances members of the group are required to 
pay only 25 cents a week. Under these condi- 
tions, the medical care furnished is naturally 
inefficient and even dangerous. 

These objections do not appear to me to be 
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insuperable. I incline to believe that the group 
service plan combined with group hospitalization 
is likely to come nearer than anything else to 
solving the problem of medical care for the 
economically underprivileged. As to the free 
choice of doctors, my observation is that such 
groups as I have seen in action furnish very 
good medical care, and the clients like their doc- 
tors—would choose them if the choice were left 
to them. As to the cut-rate competition, that 
could be controlled by legislative action or pres- 
sure from within the profession. 

The most serious menace within the profession 
is the doctor who charges fees that are too high. 
There are a great many such men and they are 
doing the profession immense harm. They are 
representatives of the tendency to over-capitali- 
zation. 

The profession blinks at this problem and is 
inclined to deny its existence. I know better. I 
have a mailbag every day which tells me of treat- 
ment all over the country that I can only regard 
as outrageous. It is not only the poor who com- 
plain. All you have to do is to keep your ears 
open to hear the comparatively rich vent their 
ire about hospital and medical costs. 

Such men and practices are admittedly in the 
minority. But they are met with too frequently 
at that. I believe it is actually true, although 
popular belief tends otherwise, that the best 
known, busiest, and most competent practition- 
ers are the most reasonable in their charges. 

The real problem of medical practice today is 
to bring “A” and “B” together. I visualize “A” 
as a young wage earner who has left home and 
He falls ill, 
is willing to pay a fair price for medical services, 


gone to a new community to work. 
but doesnt know where to go. I visualize “B” 
as a competent young doctor in the next street 
who is only too willing to treat “A” at a fair 


price. Under present circumstances all too often 
they fail to get together. Instead “A” gets 
gypped. 


I believe the medical profession, whether 
badgered by federal bureaucracies or not, will 
solve that problem. 

The American Medical Association, says For- 
lune, “has worked against its own purposes by 
clinging to ideas that rightly or wrongly have 
been discredited and it finds itself within hailing 
distance of its own downfall.” 


E. BOVIK 


419 


So? I would like to bet that when the receiv- 
ers meet to take over the assets of the successors 
of Harper’s, Life, Fortune and their subsidiaries, 
at some moment in the dim future, the Ameri- 
can Medical Association will still be thriving 
with unabated vigor. 





VALUE OF SUPPOSITORY MEDICATION 
IN ANORECTAL CONDITIONS 
Lestig E. Bovix, M. D., F. A. C. 8. 

WAUKEGAN, ILLINOIS 


Notwithstanding advances made in the surg- 
ical treatment of anorectal conditions and the at- 
tention given to preoperative preparation and to 
postoperative care, postoperative distress remains 
a problem in many cases and tenesmus is a fre- 
quently occurring symptom. Pain due to tenes- 
mus is a common factor in most cases in which 
borderline surgery is performed, as well as in 
rectal conditions treated by office procedures. 
Frequently it is desirable, or necessary, for the 
patient to remain ambulatory and at work; pain 
and tenesmus naturally lessens his ability to 
carry out his customary duties comfortably and 
efficiently. It is, therefore, essential to provide a 
remedy for this distressing postoperative compli- 
cation. 

Analgesics and sedatives are often inadequate 
in their action to insure rest and comfort for the 
patient. Narcotics, such as the opiates, may in- 
terfere with the desirable rate of recovery and, in 
the case of the ambulatory patient, their admin- 
istration may involve loss of time from work 
while under the influence of the drug. Fansler 
in a review of proctology, discusses the use oi 
various anesthetic injections to prevent postop- 
erative pain and points out that while such meas- 
ures are of value in selected cases, their indis- 
criminate use is not to be recommended. He 
quotes, among others, Kilbourne and Simmons 
as adhering to this viewpoint. Kilbourne calls 
attention to the fact that, in the case of isoamyl- 
hydrocupreine, oily solutions applied to trauma- 
tized tissues in experimental animals does not 
appear to readily surrender the drug to the tis- 
sues. Graham uses the desiccation method in 
the treatment of hemorrhoids. A suppository is 
inserted and an antipyretic in combination with 
codeine is employed postoperatively. 

Tt has been our experience that a suppository 
made with a non-greasy, self-emulsifying base, 
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and containing a new atropine-like drug is of 
value in the control of postoperative pain and 
tenesmus. ‘This suppository is available to the 
profession under the trade name of airol supposi- 
tories. Each suppository contains syntropan, 14, 
grain; larocaine hydrochloride, ¥ grain; thi- 
genol, 24 grains; and bismuth oxyiodide-subgal- 
late comp., 5 grains. ‘These constituents are pre- 
sented in a newly-developed hydrophilic base. 

Clinical experience has demonstrated that syn- 
tropan possesses the advantage of exerting the 
beneficial antispasmodic action of atropine and 
of being non-narcotic. Chemically, syntropan is 
the tropic acid ester of an aliphatic amino alco- 
hol, dimethyl-diethylamino-propanol. Whatever 
crudities may have been inherent in the tradi- 
tional use of belladonna, respectively its alkaloid, 
atropine, and of conine in rectal suppositories, 
the employment of these drugs was not a matter 
of unsound or fanciful therapy. In the expecta- 
tion of obtaining similar effects from syntropan 
when applied to traumatized or inflamed rectal 
tissue, we were led to give this substance clinical 
trial in a number of cases, Its availability in a 
new hydrophilic suppository base, combined with 
the topical anesthetic, larocaine hydrochloride, 
the antiphlogistic, thigenol, and bismuth oxyio- 
dide-subgallate comp., especially facilitated by 
study. The results obtained are illustrated by 
the case histories which form part of this report. 

Case 1. R. W., female, 26, married. Complained of 
pain and swelling with intermittent discharge of pus. 
These symptoms had returned in spite of a previous 
operation, one year ago. Examination revealed a peri- 
anal fistula three centimeters long, the internal opening 
being just inside the sphincter. Radical incision of the 
fistula was performed with partial excision of the 
external sphincter. Packing was removed on the third 
day. Postoperatively, oil enemas and an airol supposi- 
tory twice daily, sufficed to relieve pain and tenesmus. 
Healing was complete at the end of 3%4 weeks during 
which time the patient had been free from pain and 
discomfort. 

Case 2. S. S., female, married. For the past 2% 
years this patient complained of pain and_ swelling 
around the rectum, and more recently noticed a throb- 
bing tumor which opened suddenly discharging foul 
smelling pus. Despite various treatments, including 
injection, pain and tenesmus were often unbearable. 
Rectal examination revealed two perianal fistulous 
openings which on further inspection were found to 
connect with each other and with another opening 
immediately internal to the external sphincter. On July 
27, 1937, radical excision of the fistula was performed. 
The fistula was found to have a very tortuous course 
necessitating incision (excision) of the sphincter. Be- 
cause of the extensive sacrifice of tissue the distal part 
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of the wound was closed with two sutures. The rest 
of the wound was packed. Packing was removed after 
three days and the wound allowed to heal by granula- 
tion. Postoperatively, two airol suppositories per 24 
hours usually sufficed to dispel tenesmus and muscle 
spasm; occasionally more than two were used in 
twenty-four hours. Healing was complete and the pa- 
tient was discharged on September 1, 1937. 

Case 3. F. T., female, 40, married. The chief com- 
plaint here was discharge from a tract in the anal 
There was also intermittent swelling with 
Examination 


region, 
increased discharge of foul smelling pus. 
revealed two fistulous openings posterior to the anus 
connecting with a fistula extending to the mucocuta- 
neous line and opening just above it. Radical excision, 
including division of the external sphincter, was per- 
formed. The outer portion of the wound was closed 
with one suture, the remainder of the wound was 
packed. The pack was removed on the third day. 
Postoperative treatment included oil enemas and airol 
suppositories, two or three times a day, for three weeks. 
The patient was discharged after four weeks during 
which time there had been a minimum of pain and dis- 
comfort. 

Case 4. W. K., female, married. Here the chief 
symptom was severe pain in the rectum, intermittent 
swelling, and the discharge of varying amounts of pus. 
Examination revealed a complete fistula about six cen- 
timeters long extending along the lateral surface of the 
rectum several centimeters beyond the rectal sphincter. 
The tract was completely excised, the operation involv- 
ing complete severance of the external sphincter. The 
outer angle of the wound was closed with one suture. 
Warm witch hazel packs were used three days post- 
operatively. The wound was allowed to heal by granu- 
lation under daily inspection. One airol suppository 
was used three times per 24 hours for the first week; 
thereafter, one suppository daily sufficed. A low residue 
diet, mineral oil by mouth, and rectal injections of oil 
were included in the postoperative regimen. Healing 
was complete in five weeks. 

In the three cases that follow, a period of pal- 
liative treatment preceded surgical measures : 

Case 5. E. G. Chief complaints were constipation, 
painful swelling around the anus, and rectal bleeding. 
Examination revealed no other pathological changes 
than three combined internal and external bleeding 
hemorrhoids. Low residue diet and mineral oil by 
mouth were prescribed. Oil enemas were employed 
when necessary and airol suppositories were used twice 
daily. On this regimen, the symptoms disappeared but 
there was no marked reduction in the size of the 
hemorrhoids. Hemorrhoidectomy was therefore per- 
formed. Warm packs were used postoperatively, and 
beginning on the third day, oil eriemas were given daily 
for two weeks. After the patient left the hospital, two 
airol suppositories were inserted daily for one week, 
and thereafter one suppository per day proved sufficient 
until the end of the convalescent period. Complete 
healing and other good post-operative results followed. 

Case 6. I. J., 49, female, married. The chief com- 
plaint was rectal bleeding and protrusion of tissue on 
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straining at stool which had recently become worse. 
Patient had been constipated for four or five years 
during which time symptoms were noticed intermit- 
tently. For one week before operation mineral oil was 
given orally. Airol suppositories and oil enemas were 
also used. A radical hemorrhoidectomy was performed 
and two large combined internal and external hemor- 
rhoids and one small one were removed. There was a 
good postoperative result. When seen six months after 
operation, the patient reported that occasionally she had 
had some tenesmus which was relieved by the use of 
airol suppositories for two or three days. 

Case 7. E. M., female, married. This patient com- 
plained of intermittent protrusion of the tissues of the 
rectum accompanied by intense pain and bleeding. Often 
the mass could be reduced only with great difficulty. 
Examination revealed two combined internal and ex- 
ternal hemorrhoids and one external hemorrhoid. A 
preoperative regimen of low residue diet, mineral oil 
orally and by rectum, and one airol suppository a day, 
was observed for two weeks. Radical hemorrhoidec- 
tomy was then performed. Mineral oil and airol sup- 
positories were used for three weeks after leaving the 
hospital. Very little postoperative discomfort was 
experienced, and complete healing took place. The 
patient has been symptom free since leaving the 
hospital. 

Case 8. W. W., male. Complained of a protruding 
mass following every bowel movement. More recently 
this had been accompanied by bleeding, extreme pain 
and difficulty in reducing the mass. Examination re- 


vealed three large combined internal and external 
hemorrhoids which were fragile and bled easily. Proc- 
toscopic examination was otherwise negative. Radical 


hemorrhoidectomy was performed in July, 1936. As 
postoperative treatment, warm witch hazel packs were 
applied for 48 to 72 hours. Mineral oil was given by 
mouth and at the end of 72 hours a mineral oil enema 
was given. Following the evacuation, airol supposi- 
tories were inserted in the lower part of the rectum two 
or three times a day for one week. During the second 
week, one airol suppository daily sufficed to keep the 
patient free from pain. When examined in December, 
1936, complete healing and good postoperative results 
were apparent. 

Case 9. A. G. Male, 38. Complained of profuse 
bleeding from the rectum in connection with bowel 
movements. Examination revealed two large combined 
internal and external hemorrhoids, tender but not bleed- 
ing. Proctoscopic examination was negative. Radical 
hemorrhoidectomy was performed, and postoperative 
treatment was carried out as outlined in the previously 
detailed cases. Airol suppositories were used for three 
weeks after operation, the patient reporting himself free 
from pain during that time and thereafter. 

Case 10. C. M., male, 25. Complained of swelling, 
and protrusion from the rectum with bowel movements, 
always worse when the patient had been on his feet 
a great deal. Examination showed two large internal 
and external hemorrhoids and also one small internal 
hemorrhoid on the anterior rectal wall. Proctoscopic 
examination was negative; some bleeding was noted 
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after the examination. A radical hemorrhoidectomy 
was performed, and the postoperative treatment already 
described was carried out. Patient left the hospital on 
the sixth day after operation and treatment was con- 
tinued with airol suppositories for about two weeks. 
When the patient was seen about six months later, a 
skin tag was excised. In all other respects a good 
postoperative result was apparent. 

The following two cases are cited as being illus- 
trative of the adjuvant use of airol suppositories 
in the treatment of moderately extensive rectal 
fissure. 

Case 11. R. O., female, married, 39. Complained of 
itching and burning around the anus and the appearance 
of blood on toilet tissue after cleansing the parts fol- 
lowing defecation. These symptoms were first noticed 
one year ago, and there had been no relief from various 
types of local treatment. Examination revealed four 
or five deep, painful rectal fissures. Spasm was readily 
induced by any manipulation of the rectal tissues. The 
fissures were cauterized with silver nitrate and a bland 
ointment was prescribed. Mineral oil was given orally. 
Airol suppositories were used twice daily, and later 


once daily. Six office treatments and the routine 
described resulted in a complete cure. 
Case 12. E. T. J., female, 36, married. Complained 


of difficulty in connection with bowel movements. The 
movements were followed by pain, burning, tenesmus, 
and, at times, bleeding. Examination revealed five large 
rectal fissures extending to the mucocutaneous margin 
and a small ulcer at the post-anterior margin of the 
anus at the end of one of the fissures. Examination 
readily brought about tenesmus and bleeding. On 
March 3, 1937, the fissure was cauterized with the elec- 
tric cautery, patient advised as to hygienic measures, a 
bland ointment was prescribed, and two or three airol 
suppositories daily were used to allay the tenesmus. 
This regimen was followed until June, 1937, by which 
time complete healing had taken place. When seen 
several months later, the patient stated that she had 
had no further trouble. 

Case 13. H. B.-H., male. First seen in 1934 com- 
plaining of protrusion from the rectum with some 
bleeding following constipated bowel movements. Ex- 
amination showed two large combined internal and 
external hemorrhoids which bled readily. Patient 
refused surgical measures. He was placed on a low 
residue diet, plus mineral oil by mouth and by rectum. 
As two airol suppositories in 24 hours were found 
insufficient to dispel pain and tenesmus, the dose was 
increased to three in 24 hours. A few weeks later 
this was reduced to one suppository a day which was 
found to control the discomfort. Bleeding, however, 
persisted. 

Case 14. W. W., male, 46. Complained of consti- 
pation and of itching and burning around the anus, also 
of occasional protrusions from the rectum. Examina- 
tion revealed three large, painful, external hemorrhoids. 
There was also a small fissure. The fissure was cau- 
terized with silver nitrate and a bland ointment was 
prescribed. Two airol suppositories daily were used 
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for two months, and thereafter one daily for another 


month. Examination after three weeks showed the 
fissure to be healed. Swelling had disappeared, there 


was no external evidence of hemorrhoids, and the 
patient was free from symptoms. 


Case 15. W. M., female, married, 51. Complained 


of itching and burning, and presence of blood around 


the anus. Examination revealed two small fissures and 


two small combined internal and external hemorrhoids. 


The fissures were cauterized and the usual hygienic 


measures and prophylactic treatment prescribed. Airol 


suppositories were used twice daily for two weeks and 


thereafter once daily. When the patient was examined 


after this regimen the fissures were healed and there 


was no evidence of hemorrhoids or of protrusion of 
tissue. 
COMMENT 

The character and duration of the relief ob- 
jained in our cases convinces us that the loca) 
effect of syntropan on the traumatized or in- 
flamed rectal tissue is the outstanding feature of 
airol suppositories. ‘This we have deduced from 
the cases cited herewith and from many others 
not reported, Anorectal disorders are very fre- 
quently characterized by tenesmus, and syntropan 
greatly relieves this symptom. ‘The larocaine 
content is of value for its anesthetic action, and 
the special base, forming as it does a creamy mass 
and spreading out as an ointment inside the 
rectum, favors a longer lasting therapeutic effect 
from the medicaments. We have found airol sup- 
positories of value as a palliative treatment as 
well as an aid to healing in postoperative cases. 

SUMMARY 


Airol suppositories, containing the antispas- 
modic syntropan together with larocaine, thi- 
genol, bismuth oxyiodide-subgallate comp., in a 
special hydrophilic base, have been used in a 
number of cases of anorectal conditions, particu- 
larly postoperatively. 

Fifteen typical case reports are given, 

A satisfactory attended the 
use of the suppositories both when employed post- 
operatively to favor healing and as a palliative 


treatment. 


clinical response 
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POSTGRADUATE MEDICAL EDUCATION 
FOR ILLINOIS 


FRANK Garm NorsBury, A.M., M.D., F.A.C.P. 
JACKSONVILLE, ILLINOIS 
Reference in these remarks today to post- 


graduate instruction applies to that for groups 
or for extension work. Those of us who want to 
learn more about some one particular subject by 
taking individual postgraduate work will do so if 
we can finance it, if we can leave our work for the 
required time and if we feel that the expenditure 
of time and money as well as the loss of business 
while we are away justifies these items. Most of 
us, however, after we start up find it awfully 
hard to get away. Therefore, any organized sys- 
tem of instruction would be of benefit to us as 
individuals and to the profession as a whole. 

This is not the place to discuss the social side 
of medicine or the purported predicament in 
which medicine as an organized group finds itself 
at the present time. An entirely personal opinion 
of mine is that we will get farther by practicing 
more and better medicine than by vociferously 
proclaiming our rights. After all our rights are 
only those granted us by the Declaration of In- 
dependence as to Life, Liberty and the Pursuit 
of Happiness; by the Constitution in its pre- 
amble “to secure the blessing of Liberty to our- 
selves and our Posterity” and in the Ninth 
Amendment in the Bill of Rights “The enumera- 
tion in the Constitution, of certain rights, shall 
not be construed to deny or disparage others re- 
tained by the people.” If we refuse to recognize 
that things in the world of today are dynamic, 
that our rights are changing 


not static, and 


thereby in medicine or in anything else then that 
is our hard luck, 

These remarks today are probably the out- 
growth of a letter sent to Dr, Munson, January 
24, of this year. I expressed at that time a desire 
for better organization of postgraduate medical 
education for myself and others living outside the 
Chicago area and not immediately adjacent to 
the medical center of St. Louis. I felt that Dr. 
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Munson’s position as Governor for down state in 
the American College of Physicians and as the 
then President-Elect and now President of the 
Illinois State Medical Society might present an 
opportunity for correlation of the activities of 
these two organizations. One of the stated objec- 
tives of the College of Physicians is postgraduate 
medical education not only at the time of the 
annual meeting but throughout the year. The 
State Medical Society has very definitely ex- 
pressed itself as favoring postgraduate instruc- 
tion of its members. Its Scientilic Service Com- 
mittee is organized to help county societies and 
their secretaries secure speakers for meetings. 

It has been my feeling, however, that the work 
of the Scientifie Service Committee is not as 
well organized as it should be. That is not en- 
tirely the fault of the Committee because it and 
its former chairman, our President-Elect, Dr. 
Hutton, have worked hard. I have attended vari- 
ous county meetings where the speakers have 
been secured through that committee and have 
heard some excellent and informative talks on 
various phases of medicine, surgery and the spe- 
cialties. However, as I have sat at these meetings 
and as [ have read the Illinois Medical Journal 
telling of men giving programs I have been 
struck at times by what appeared to me to be 
insufficient correlation, I have found by inquiry 
that one of the reasons for this is that a County 
Secretary unable to secure a program from his 
own group writes in and says “I need two speak- 
ers for next month. Can you help me out?” Per- 
haps a subject is requested, Perhaps speakers 
from the list furnished by the Committee are de- 
sired. Perhaps these men, authorities in their 
chosen fields, are already booked up for as much 
as they feel they can do in travelling about the 
state. Almost all of them are from Chicago 
and are connected with one of the four medical 
schools there. They may find it impossible to 
go, so they delegate someone else to serve in their 
places. 1 know of one instance where failing to 
get the men wanted from Chicago a County Sec- 
retary wrote in to one of the schools in St. Louis 
for a program. Then later a program from Chi- 
cago Was offered. Many explanations and rear- 
rangements consequently had to be made. 

When I was in medical school T roomed with 
Dr, Leroy E, Parkins for two years, He is one 
of the most systematic men I ever knew. We 


have kept in touch with each other through the 
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years. I have watched his work in medical edu- 
cation with great interest for personal reasons. 
He was Assistant Dean for Graduates in Harvard 
Medical School and is now Secretary of the Ex- 
ecutive Committee on Postgraduate Instruction 
of the Massachusetts Medical Society, as well as 
being one of the good internists of Boston. Some 
of you may recall his article in the Journal of 
the American Medical Association a couple of 
years ago on postgraduate medical education 
through the medical society. Postgraduate med- 
ical instruction in Massachusetts through the 
Massachusetts Medical Society is a going concern. 

Several other states have worked out excellent 
programs, Our guest speaker has planned for 
the State of Michigan a program that from what 


! have read sounds very practical. . Only last 


month at the Central Neuropsychiatric Associa- 
tion in Minneapolis one of my Michigan friends 
said to me, “Dr, Bruce’s work in our state is do- 
ing something definite in the right direction in- 
stead of the old system of letting some surgeon 


tell doctors how good an operator he is and in- 


viting them to send patients to him.” The active 
impetus to this work comes from the State Med- 


ical Society with Dr. Bruce as chairman of the 
committee. 

We are fortunate in Tllinois in having four 
good medical schools in Chicago. Able men are 


on their faculties. Research work and clinical 


investigation of a high order of merit is being 
carried on. Those who live in the southern half 
of the state also have many contacts with the 
men in the two good medical schools in St. 
While these schools are not in I[llinois 


Louis. 


many of their graduates are located in the state, 


so they have the association as alumni as well as 
that of proximity. Men from the faculties of the 
medical schools of the University of Wisconsin, 
Indiana, Missouri and Iowa have given gener- 
ously of their time to help meetings in our state. 
There are men not connected with any school but 
practicing good medicine all over Illinois. I think 
that all of you will agree that the papers, discus- 
sions and demonstrations at this meeting today 
show ability to teach the art and science of medi- 
cine. I believe that all of these assets should be 
capitalized and organized to be made available to 
all of us who want to learn. 


It is the experience of officers of medical soci- 


eties as well as others that the statement “A 


prophet is not without honor save in his own 
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country,” still holds good. Nevertheless there 
must be opportunity for the society members 
to present papers before their local groups, even 
though the attendance may not be great. It is the 
only way to get started. Most of us need the spur 
of having to get a paper ready for presentation 
by such and such a date. We also need to work 
up the material for our own knowledge, and for 
our own self-esteem to have the approbation of 
our local confreres. Once these demands are met 
the doctor is ready to spread his talents over a 
larger territory, district, state and national as 
well as special meetings. The plan I have in 
mind will include those who have ability in this 
line in the program of postgraduate instruction. 

The attendance at well-planned, well-con- 
ducted meetings shows the interest of doctors in 
things medical. I know of no other group whose 
members will so frequently give up their own 
time to go and learn something that will be of 
help to them in helping their patients. Actors 
and aviators are said to talk shop whenever they 
are together but they can’t equal a group of doc- 
tors in this respect. The social relationships in a 
gathering like this are likewise among the pleas- 
ant parts of a doctor’s life. The success of the 
caravan, if one may call it that, which went out 
over the state to talk about obstetrics and pedi- 
atrics was shown in the interest at the largely 
attended meetings put on by that group. Those 
speakers talked on related subjects. On the other 
hand the interest of doctors in medicine in gen- 
eral is demonstrated by the attendance at the 
recent meeting in Galesburg where such widely 
varying subjects as anemia, hyperthyroidism and 
injuries of the face were presented before a good 
audience. The attendance here today is good. 
Doctors will attend meetings if they feel they 
will come away with some new item of knowl- 
edge. Even though they may get the same thing 
from the literature they like to see as well as 
hear a speaker so they may glean something from 
his personality as well as his knowledge. 

Our State Society is divided into eleven coun- 
cilor districts. Cook County makes up one dis- 
trict, the other ten are down state. There are 
sixteen councilors, three from the third or Cook 
County District, one from each of the other dis- 
tricts and three councilors at large. Two of these 
are at present from Cook County. The division 
of interests and struggle for power between Chi- 
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cago and down state is regrettable but is present 
and probably will continue. It is not peculiar to 
Illinois in medicine or anything else. One knows 
of it in England where the doctors of London 
speak of those outside as “provincial practition- 
ers,” and fee) that they are pretty much country 
practitioners. It is present in New York, Penn- 
sylvania, Massachusetts and Maryland and other 
states where medical centers are pretty much in 
metropolitan areas. Dr. Parkins tells me it is 
less prevalent in Massachusetts than when we 
were in school. He thinks the Massachusetts 
Medical Society has done a great deal to elim- 
inate through district meetings some of this feel- 
ing. I do not know so much about Michigan but 
am sure that Dr. Bruce can be counted on there, 
After all we are all doctors working to make a 
living taking care of the sick. The wise profes- 
sional leaders of Chicago recognize that good 
medicine is not limited alone to their vicinity. 
They would be willing I know to help us, for 
what helps one helps all. 

I believe that if the Scientific Service Commit- 
tee had two or three subcommittees with the 
present group serving as an executive body and 
clearing house its work could be extended. I 
think that one of these subcommittees should con- 
tain representatives from each of the four Class 
A medical schools in Chicago. Another should 
consist of a representative from each of the 
councilor districts except the third or Cook 
County one. My reason for excepting this is that 
the profession in Cook County is well organized 
through the Chicago Medical Society and its 
The Official Bulletin of the Society 
lists all courses and meetings each week. It 


would be, I believe, rather presumptuous for the 


State Society as a whole to attempt to organize 
extension work of this type in Cook County. The 


branches. 


plan of councilor district organization for post- 
graduate instruction could be adapted taking lo- 
cal conditions into consideration there. 

The district councilors know the men in their 
territory. I would say that the councilors them- 
selves could be the representatives on the sub- 
committee of their districts save that their time 
is already pretty much taken up in handling the 
business of the State Society in the council meet- 
ings and in looking out for the activities of the 
component societies in their district. It might 
be left optional with the councilors as to whether 
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they wish to serve or to appoint someone, I be- 
lieve some subgroup should have contact with the 
State Department of Public Health, the State 
Department of Public Welfare and the United 
States Public Health Service. Facilities are 
probably going to be available for instruction on 
pneumonia and other infections as they now are 
for venereal disease. Either the Scientific Service 
Committee itself or a subgroup should be in 
touch with the medical schools in St. Louis as 
well as in adjacent states as members of their 
faculties and others are generous about coming 
over to Illinois to help out. 

1 would not want you to think for one minute 
that [ would take away from the county society 
officers the initiative or the responsibility for 
planning their meetings. Local conditions make 
a great difference. Many County Secretaries 
would be glad to work with the district represen- 
tative as well as the Scientific Service Commit- 
tee in this respect, both for meetings and for 
extension work. 

The duties of the representative of the district 
on the subcommittee would be to act as chair- 
man for his district. He would sound out the 
counties as to their needs and desires and inform 
them of the possibilities for speakers for meet- 
ings, or instructors and arrangements for a series 
of meetings. These latter could be worked into a 
postgraduate extension course either on related 
subjects or covering a broader field. One such 
series of weekly meetings in a rural Massachu- 
setts district over a period of ten weeks included 
the following subjects: Bright’s Disease and Hy- 
pertension, Heart Disease, Control and Treat- 
ment of Respiratory Infections, Whooping 
Cough, Obstetrical Examination, Toxemias of 
Pregnancy, Modern Treatment of Gonorrhea and 
Modern Treatment of Syphilis. Now all of these 
subjects interest us all whether we do general 
practice or specialize. I learned a lot from the 
programs on obstetrics in our county though I 
do not work in that line. Perhaps that’s why I 
found so much new to me, 

I realize that there are many practical points 
in our big state such as the large number of 
county societies, the time and space factor, the 
item of expense that would have to be worked 
out. Also there will probably be objections on 
the part of some about centralization of speakers 


or personal feelings or a thought that such a 
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program is a confession of inadequacy. Never- 
theless I feel that certain definite results could 
be accomplished. Some of these are: improved 
medical service for our patients, our first respon- 
sibility; stimulation through the forces of or- 
ganized medicine which would knit the profes- 
sion still more firmly together; development of 
potential teaching ability at present unused ; in- 
creased value of the districts to the State Society ; 
and increased acquaintance between Chicago or 
St. Louis and down state within the district. 
Such a program would by no means preclude such 
meetings as this one today ; this meeting is really 
an example of what I would like to see all over 
the State of Illinois as a part of systematized 


academic postgraduate instruction in medicine. 





TREATMENT OF WEAK FEET 
(Pes Valgus) 
JAMES GRAHAM, M, D, 
Attending Surgeon, St. Johns Hospital 
SPRINGFIELD, ILLINOIS 

Views regarding the management of individ- 
uals with weak feet have been modified so con- 
siderably during the past five years that a sum- 
mary of the present classification and method 
of attack needs presentation. 

The familiar interpretation of the foot as a 
“static tripod” has been overshadowed by a more 
dynamie conception that portrays the foot as 
an active organ of locomotion, serving spring 
and propelling functions, and as an adjustable 
pedestal that is reshaping itself continuously in 
adaptation to the constantly shifting center of 
gravity of a mobile superstructure. 

The author’ -has emphasized the close rela- 
tionship between superstructure posture and 
pedal efficiency. Steindler’s? work, culminating 
in his treatise on the mechanics of normal and 
pathological locomotion, has centered attention 
on the active, the dynamic, phases of weight 
hearing; and such data on the kinetics of gait 
have found direct clinical application when re- 
corded bv the electrobasographic method of 
Schwartz.*** Two very important contributions 
to this literature have been made recently by 
Wiles*: the action of the peroneus longus in its 
relationship to the mobile function of the first 
metatarsal segment and the wnit action of the 
Lake® has 
called attention to the very important “splaying” 


underfoot against the astragalus. 








426 ILLINOIS MEDICAL JOURNAL 


forces acting on the forefoot during the take off 
phase of gait. Morton’s’ very profound re- 
searches on the evolution and physiology of the 
foot have thrown an entirely new light on the 
important role played by rather common ana- 
tomical variations of the metatarsal bones in the 
causation of abnormal weight bearing. 

The majority of cases of weak feet fall into 
one of the following three groups: 

1. Postural group. 

2. Shortened Achilles group. 

3. Anatomical group. 

It must be borne in mind that elements char- 
acteristic of more than one group may be pres- 
ent in any given instance of weak feet. 

PATHOGENESIS, POSTURAL GROUP 

In considering the pathogenesis of the postural 

group, the beginning, or the earliest postural 





Figure 1 
Pelvic tilt in the normal, fatigue and hyperextended 
types of posture. In the normal posture the femurs are 
rotated externally and they are centered in the line of 


abnormality in relationship to the foot, has been 
demonstrated to be a “relative” valgus position," 
a position into which the foot is forced by im- 
proper reception of body weight on its dome. 
Primarily, there is poor superstructure posturing 
with a forward shift of the line of gravity of 
the body (Figure 1). In the common lordotiec, 
or fatigue, type of postural defect, the head and 
shoulders are drooped down and forward, thoracic 
kyphosis is increased, the abdominal muscles are 
relaxed, allowing the abdominal organs to fall 
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down and forward, and lumbar curvature is ac- 
centuated. The center of gravity is shifted 
forward and superstructure load is distributed 
forward on the sacrum, As a result, the sacrum 
rotates on its axis and the pelvis moves with 
it, so that pelvic tilt is increased. As the line 
of gravity moves forward, it falls in a plane 
through the anterior borders of the acetabuli. 
The supporting femoral columns, in becoming 
readjusted to the anteriorly shifted line of grav- 
ity, must move to positions anterior to the ace- 
tabuli; and this they do by internal rotation. 
The rotation thus produced in the hip is re- 
flected in the ankle for the reason that there is 
no independent rotary motion in either the knee 
joint or the tibio-astragalar joint when the body 
is erect; that is, when the knee is extended and 


The 


when the foot is perpendicular to the leg. 


es Pp 








gravity posterior to the acetabuli. In the fatigue and 

hyperextended postures the femurs are rotated intern- 

ally and they are centered in the line of gravity anterior 
to the acetabuli. 


femur, the tibia with its attached fibula, and 
the astragalus move as a unit. When the femur 
rotates in the acetabulum, the astragalus rotates 
in the subastragalar joint. 

Since the forefoot is bound firmly to the cal- 
caneus by strong plantar ligaments and fascial 
hands and since there is very little motion in 
the joints of the forefoot (excepting the first 
metatarsal segment), the femoral-tibial-astraga- 
lar column, by rotating on the calcaneus, exe- 
cutes rotary motion against the entire underfoot 
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(Figure 2). Conversely, the underfoot rotates 
as one piece beneath the femoral-tibilia-astraga- 
lar column. 
the subastragalar joint. 

Internal rotation of the femoral-tibial-astraga- 


These rotary movements occur in 


lar column, a direct consequence of lordotic, or 








Figure 2 
When the astragalus is in its natural position of ex- 
ternal rotation, its center of gravity is coplanar with 
the anterior and posterior supports of the longitudinal 


When the astragalus rotates internally, it moves 
out of the plane of these supports. 


arch. 


Figure 3 
Comparison of the normal calcaneoastragalar relation- 
ship with that existing when the astragalus is rotated 
inward and downward and when the anterior end of the 
calcaneus is rotated outward and upward. 


fatigue posture, produces a “relative” valgus re- 
lationship between the supporting column and 
the foot, and this holds true just as much when 
the foot points straight forward as it does when 
the foot points outward. The reason for this 
is that valgity is a posture of the subastragalar 
joint, between the astragalus and the under- 
foot, and is present just as much when the as- 
tragalus turns in against the underfoot as it is 
when the underfoot turns out against the astrag- 
Actual valgus occurs when the foot turns 
out beneath the astragaglus. 

When the astragalus rotates internally against 
the calcaneus, its eccentricity on the supporting 
shelf of the calcaneus, the sustentaculum tali, is 
increased. Superstructure weight is moved far- 
ther medialward on the sustentaculum and the 
line of gravity in the femoral-tibial-astragalar 
column is moved away from the natural center 
of motion of the column in the subastragalar 
joint. The effect on the calcaneus of this ec- 
centric loading is eversion (tilting) and abduc- 
tion (Figure 3). The outer border of the cal- 
caneus is elevated and the anterior end of the 
bone swings outward. 

Because of the firm connection between the 
calcaneus and the forefoot, the forefoot follows 
the calecaneal lead into eversion and abduction 
and thus the entire foot is brought into an ab- 


alus. 
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ducted, or valgus, position. ‘The pronatory force, 
developing and maintaining valgus foot posture, 
is the internal rotatory moment* of the support- 
ing column in its relationship to the under- 
foot. ‘This moment is increased as the astragalar 
head moves medialward in the subastragalar 
joint. 

As the calcaneus becomes tilted, the shelf for 
the astragalus, on the medial side, is lowered 
and, consequently, the astragalus becomes more 
and more depressed. Thus there is registered 
clinically a depression of the inner side of the 
foot, or of the longitudinal arch. 

In the presence of a pronated foot, a foot that 
carries its greatest load eccentrically on its inner 
side, locomotion is possible only after certain 
compensatory changes have taken place between 
the forefoot and the backfoot (calcaneus- 
astragalus). These changes comprise dorsi- 
flexion of the forefoot, hypermobility of the 
first metatarsal segment and splaying of the 
forefoot. In addition there is developed a hyper- 
mobility in the midtarsal joints. This hyper- 


mobility allows the portion of the foot anterior 
to Chopart’s joint to become abducted farther 
on the backfoot and alse supinated in compen- 
foot breaks 


for backfoot eversion. The 


sation 





Figure 4 

Diagrammatic representation of abduction of the fore- 
foot on the backfoot. 

Figure 5 
The closed line figures represent the positions of the 
tibia at the beginning and at the peak of the heel rise 
during locomotion in the presence of a short Achilles 
tendon. The broken line figures represent the normal. 
The differences in knee and heel elevations are equal to 

the differences in the hypotenuses AC and A’C. 


in its midsection, and bends, so that the inner 
side becomes convex and the outer side concave 
(Figure 4). It becomes a two-piece mechanism: 
forefoot and backfoot. 

The foot leans to the inside because the inde- 
pendently mobile first metatarsal segment, which, 


*Moment: The measure of the effect of a fo-ce in producing 
rotation. 








428 ILLINOIS MEDICAL JOURNAL 


because of this independence, is the weakest part 
of the foot, is burdened with an additional and 
a disadvantageous load. In other words, the part 
that is least capable of withstanding excess load 
is excessively loaded. As a result, the posterior 
end of the first segment is depressed along with 
the astragalus and the scaphoid. Anatomically 
this means dorsiflexion of the segment in oppo- 
sition to the peroneus longus muscle, the action 
of which is plantar-flexion of the segment, be- 
cause the peroneus longus is unable to hold the 
first metatarsal in plantarflexion against super- 
incumbent weight. 

The postural weak foot then is one in which 
the medial pillar of the foot has been broken 
down by the addition of an abnormally large 
portion of superincumbent weight. Weight is 
shifted to the medial side by internal rotation 
of the astragalus which is the inferior segment 
of the femoral-tibial-astragalar column.  Rota- 
tion of the column is a consequence of lordotic 
superstructure posture and the rotatory moment 
that is developed maintains and accentuates in- 
ternal astragalar rotation. This abnormal re- 
ception of weight on the dome of the foot is 
compensated in the underfoot by a break at the 
midsection so that the forepart of the pronated 
foot becomes further abducted, and also supi- 
nated, on the backfoot as the medial pillar is 
depressed. 


PATHOGENESIS, SHORTENED ACHILLES GROUP 


In the shortened Achilles group the terminal 
pathology is the same as that in the postural 
group; that is, valgus foot posture accompanied 
by the compensatory changes described above. 
The mode of production, however, is different. 

Shortening of the gastrocnemius and soleus 
muscles and their common tendon may be a con- 
genital defect, but more commonly it is acquired. 
It is seen most often in women who habitually 
wear high heeled shoes. In these instances great 
damage is done to the foot when there is an 
abrupt change from high heels to low heels, and, 
frequently, foot disorder is precipitated as a re- 
sult of the unhappy practice of wearing high 
heels for everyday purposes and low shoes for 
sport. The stenographer who wears high heels 
all day and bowls or hikes once or twice a week 
in low sport shoes puts her feet and legs at a 
mechanincal disadvantage when she is subjecting 
them to their greatest physical strain. Here foot 
disorder commonly begins as an acute traumatic 
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synovitis of the knee or ankle or as an acute 
plantar myofascitis. 

Shortening of the Achilles group may result 
from anterior poliomyelitis. It may follow pro- 
longed confinement in bed during illness, par- 
ticularly when no provision has been made for 
keeping the feet dorsiflexed. Long imprison- 
ment of the foot in splints and casts in the 
treatment of fractures will result in shortening 
of the Achilles tendon unless the foot has been 
fully dorsiflexed. Unfortunately the practice of 
advising patients to wear “sensible” low heels 
when resuming weight bearing after confine- 
ment of the foot in a cast or when arising from 
the sick bed is not always a good one. The high 
incidence of weak feet in the puerperium illus- 
trates the point. The low heel is logical and 
beneficial only when dorsiflexion of the foot has 
been maintained; otherwise it is harmful, 

In the presence of a shortened Achilles tendon 
that limits dorsiflexion of the tibia on the foot 
locomotion proceeds at a mechanical disadvantage 
that is tantamount to the degree of shortening 
(Figure 5). As the angle between the tibia and 
the foot is increased, both the heel and the knee 
must be raised progressively higher in order that 
the hypotenuse of the triangle formed by the 
knee joint, the heel and the first metatarsal 
head may cross the perpendicular. Clinically 
this disability is reduced by a compensatory ab- 
duction of the foot, a movement that reduces 
the effective lever arm by bringing closer to- 
gether the planes that pass through the tibio- 
atragalar joint and the first metatarsal head. 

In locomotion the heel is not raised from the 
ground until the line of gravity of the body 
passes the ankle joint, which means that the 
heel is not raised until the tibia passes the per- 
pendicular (Figure 6). Since contraction of the 
Achilles tendon inhibits advancement, or for- 
ward flexion, of the tibia in the tibioastragalar 
joint, flexion past ninety degrees, in the pres- 
ence of this deformity, occurs below the astraga- 
lus, that is, in the subastragalar and astragalo- 
scaphoid joints. As a result, there is created 
a powerful leverage action that tends to break 
and dorsiflex the medial pillar of the foot. 

After the shortened Achilles foot has been 
forced into an abducted, or pronated, position, 
the forces acting to rotate the astragalar head 
medialward are accentuated and the valgus re- 
lationship between the femoral-tibial-astragalar 
column and the underfoot is increased. The 
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compensatory changes incident to locomotion 
with a pronated foot then appear as they do 
in the postural group; hypermobility of the tar- 
sus and the first segment with dorsiflexion and 
splaying of the forefoot. 

The changes described as characteristic of 
the pronated weak foot, or pes valgus, may not 











Figure 6 
Diagrammatic representation of normal tibial flexion 
through the tibioastragalar joint (center diagram) and 
abnormal flexion with the astragalus through the astra- 
galoscaphoid and subastragalar joints (lower diagram). 
The latter accurs when the Achilles tendon is short. 


accompany a short Achilles tendon in the patient 
who is a persistent high heel wearer (including 
bedroom slippers). In these patients the high 
heel compensates for Achilles shortening so that 
the tendon is of relatively sufficient length. In 
such instances there is marked diminution of 
function in the mediotarsal joints* and the fore- 
foot is plantarflexed on the backfoot through the 
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midtarsus. When these patients resort to low 
heels, the Achilles is of actually insufficient 
length and the tarsus .is then subjected to the 
distortion of forces that is consequent upon 
actual shortening of the Achilles tendon. It is 
then that the changes that lead to pes valgus 
take place. 


PATHOGENESIS, ANATOMICAL GROUP 


In weak feet of the anatomical group the two 
abnormalities that are encountered most com- 
monly are shortness of the first metatarsal (Fig- 
ure 7) and posterior location of the first meta- 
tarsal sesamoids (Figure 8). Credit is due to 
D. J. Morton’ for the conclusive demonstration 


BREY i> 


“Tr Vigse 





Figure 7 
X-ray of foot with short first metatarsal. 
trophy of second metatarsal. 


Note hyper- 


Figure 8 . 
X-ray of foot with posteriorly located sesamoids. 


of the importance of these congenital defects 


as predisposing factors in abnormal weight 
hearing. 

When the first and second metatarsals are not 
of equal length, the one extending farther for- 
ward must serve as the principal fulcrum. If 
the first metatarsal is longer than the second, 
no harm results, because the former is so con- 
structed that it may withstand leverage stresses. 
If the first is short, the second must act as 
the principal leverage member during locomo- 
tion. This relationship is harmful and gives 


rise to two untoward sequels; the second meta- 
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tarsal becomes abnormally dorsiflexed and the 
foot becomes pronated and abducted to allow 
the first metatarsal head to make contact with 
the ground. 

The additional leverage burden thrown ou the 
second metatarsal results in widening of the 
shaft and head of the bone and thickening of 
its cortical wall. The second segment, compris- 
ing the metatarsal and the middle cuneiform, 
becomes hyperextended, or dorsiflexed, and the 
natural plantar concavity of this portion of the 
segment is diminished. The ligaments on the 
undersurfaces of the joints between the meta- 
tarsal base and the cuneiform and between the 
latter and the scaphoid are subjected to a stretch- 
ing action. The medial plantar nerve running 
in close proximity to these joints is subjected 
to the same stretching action and the pain that 
is characteristic of Morton’s metatarsalgia arises 
from this.” ; 

Compensatory pronation is the natural conse- 
quence of a short first metatarsal because a shift 
of the foot into this position has the effect of 
lengthening the first metatarsal and shortening 
the second during locomotion. It places the 
plane passing between the two metatarsal heads 
perpendicular to the line of progression. 

Posteriorly located sesamoids have the same 
effect as that of a short first metatarsal because 
the metatarsal head makes contact with the 
ground through the two sesamoid bones lying 
beneath it. The length of the lever arm is in- 
creased in the same manner and, likewise, com- 
pensation is made by abduction of the underfoot 
beneath the femoral-tibial-astragalar column, 

CLINICAL DIFFERENTIATION OF TYPES 

It may be observed readily from the foregoing 
that the weak foot is one that is subjected to 
the mechanical disadvantages of the pronated 
position during locomotion. In order that these 
mechanical disadvantages may be diminished, 
certain compensatory changes take place in the 
underfoot, but the compensatory changes, while 
enhancing locomotion, subject the foot to addi- 
tional distortional influences and eventually they 
lead to a breakdown of the foot that gives rise 
to clinical symptoms and to varying degrees of 
incapacity. Each of the three common back- 
grounds for the assumption of the pronated posi- 
tion shortened 
Achilles and anatomical, leads to a similar ter- 


minal pathological picture. 


durin locomotion ostural 
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Treatment in all groups is resolved into cor- 
rection of pronation, or, stated differently, cor- 
rection of the valgus relationship between the 
astragalus and the underfoot. Since this cor- 
rection is made properly only after the deform- 
ing cause has been eradicated or compensated, 
the differentiation into groups according to 
pathogenesis is extremely important. Again it 
is to be emphasized that elements of two or three 
groups may be present in any given instance of 
weak feet. Pronation of the foot, induced by 
an anatomical defect within the foot, allows the 
astragalar head to become depressed and inter- 
nally rotated. Since the femur must follow the 
astragalar lead, internal rotation of the hip is 
the result. Pelvic inclination and lumbar curva- 
ture must then become readjusted to the forward 
shift of the femoral columns. The reason for 
this reversal of pathogenesis, that is, abduc- 
tion of the foot leading to increased pelvic tilt 
or increased pelvic tilt leading to abduction of 
the foot, is that one is dealing with a closed 
rectangular system, the sides of which are the 
femoral columns, the pelvis and the ground and, 
therefore, motion in one part is reflected through- 
out the system. 

Determination of faulty body posture is made 
best with the patient backed against a board or 
wall or behind a silhouette screen. A perma- 
nent record is made by means of a skiapanto- 
graph. It will be pointed out presently that 
the patient who at first appears to stand erectly 
does not always have good body posture. 

Normally the head is held up and a line con- 
necting the inferior margin of the orbit and the 
auditory meatus is on the horizontal. The shoul- 
ders are carried well up and back and there is 
free motion in the upper chest. In the fatigue 
attitude the head and shoulders are dropped 
down and forward. 

The degree of lumbar lordosis with the asso- 
ciated alteration in pelvic inclination is the most 
important single factor to be considered in esti- 
mating the usual postural attitude of the indi- 
vidual. Lumbar lordosis and pelvic tilt are very 
closely associated because the anterior extremity 
of the pelvic girdle is raised or lowered, respec- 
tively, as superstructure load in the lumbar spine 
is shifted posteriorly or anteriorly on the sacrum. 
Usually lumbar lordosis is detected when it ac- 
companies the fatigue attitude of the head and 


shoulders, down and forward, but frequently it 
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is overlooked when it accompanies hyperexten- 
sion of the spine. In the latter posture the 
shoulders are well up and back and the individual 
appears to be overerect. In these patients lum- 
bar lordosis is quite extreme and the pelvis 
is tilted backward to such a degree that the pos- 
terior protrusion of the buttocks is quite notice- 
able (Figure 1). 

Increased pelvic inclination, no matter whether 
it accompanies the fatigue attitude or the hyper- 
extended spine, is followed by internal rotation 
of the femoral-tibial-astragalar columns. 

Clinically the pronated weak foot appears the 
same in any of the three groups. Body weight 
is concentrated on the inner border and the foot 
seems to lean to the inside. The medial border 
is convex, because of the bulging at the astragalo- 
scaphoid joint, and the lateral border is concave. 
Tilting of the os calcis is present as a rule and 
is seen best from behind. The degree of tilting 
is estimated by the amount of lateral deflection 
of the Achilles tendon. The forefoot is abducted 
and supinated on the backfoot. The inner, or 
longitudinal, arch is depressed and the anterior 
arch through the metatarsal necks may or may 
not be obliterated. When it has been obliter- 
ated, the dorsum of the forefoot appears flat 
and wide and the foot is callused beneath the 
second and third metatarsal heads. Dorsiflexion 
and varus of the fifth toe are common accom- 
paniments of depression of the anterior arch. 
When these deformities are present, a hard corn 
forms on the dorsolateral surface of the toe and 
soft corns appear at the points of abnormal con- 
tact between the fourth and fifth proximal inter- 
phalangeal joints. Calluses on the lateral aspect 
of the base of the heel and on the medial side 
of the first toe are frequent and they are evi- 
dences of locomotion in pronation because in 
this attitude the foot rocks from the outer border 
of the heel over the inner border of the first 
toe, If arthritis and periarticular fibrosis*® have 
not produced a rigid foot, the midtarsal joints 
will be found hypermobile. Signs of impaired 
circulation appear in the form of swelling, ex- 
cessive perspiration and distended veins. 'Ten- 
derness may be elicited beneath the calcaneo- 
scaphoid ligament, at the ball of the foot and 
just below the external malleolus over the cal- 
caneocuboid joint. 

Normally one should be able to dorsiflex the 


foot to an acute angle of eighty to seventy-five 
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degrees, If flexion is limited to five degrees past 
the perpendicular, there is some degree of dis- 
ability. The working range of motion in the 
tibioastragalar joint is tested by passively dorsi- 
flexing the foot on the tibia with the foot 
straight, or slightly supinated, and the angle be- 
tween the outer border of the foot and the tibia 
is taken as the dorsiflexion angle. When the 
foot is pronated, a false measurement is obtained 
because the Achilles tendon is displaced lat- 
erally. Likewise, a false estimate results when 
upward pressure is made on the forefoot rather 
than on the midfoot. The reason for this is that 
there is midtarsal hypermobility in the foot that 
has been subjected to prolonged pronatory in- 
jury and a portion of the dorsiflexion obtained 
by pressure on the ball of the foot represents 
movement of the forefoot on the backfoot. In 
making this test, upward pressure should be ex- 
erted beneath the midtarsus. 

Diagnosis of the presence of a short first meta- 
tarsal and of posterior location of the sesamoids 
is made by x-ray examination, 

Under ordinary circumstances these 
readily elicited by static examination and by 
x-ray examination of the foot, form a sufficient 


signs, 


basis for therapy. More accurate data, however, 
are obtained with the Schwartz electrobasograph.* 
With this instrument the balance of the foot in 
motion is determined and its function is defined 
in relationship to three important time intervals: 
(1) the time body weight spends on the heel, 
the midfoot and the forefoot; (2) the time se- 
quence of weight reception on the midfoot and 
forefoot; and (3) the time sequence of the trans- 
fer of weight from heel to midfoot and from 
midfoot to forefoot. 
TREATMENT, ACUTE WEAK FEET 

Treatment in all cases is directed toward cor- 
rection of pronation and toward elimination of, 
or compensation for, the abnormalities produc- 
ing it. 

Acute weak feet that present synovitis and 
myofascitis with swelling and tenderness are 
treated with rest. In these acute cases much 
time is saved in the end by confining the patient 


to bed until the swelling and tenderness have 


subsided. When feasible, the feet are enclosed 


in plaster-of-paris casts for a period of one to 


two weeks after the disappearance of the acute 
symptoms. The casts are applied with the feet 
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in the overcorrected position of varus with good 
dorsiflexion. 

Usually, because of the marked improvement 
following two or three days’ rest in bed, pa- 
tients insist on ambulatory treatment, and be- 
cause of this, ambulatory treatment is begun 
without the application of casts more often than 
not. However, before any active measures ar 
instituted against the causative factor, the 
threshold of muscular fatigue must be elevated 
to a point at which the patient may follow his 
daily occupation without marked discomfort. 
This means ambulatory rest as a substitute for 
bed rest and is provided by strapping or by arch 
supports. 

Strapping holds the foot in the varus position 
and acts as a substitute for the tendinous sling 
on the inner side of the foot. Adhesive tape is 
used alone or in conjunction with a soft felt pad 
that is shaped to fit the non-supporting surface 
of the foot, 

Strapping obviously is a temporary measure, 
and the patient is convinced of this without dif- 
ficulty. 
vinced of the temporary nature of the arch sup- 
port, and time must be taken to impress him 


Unfortunately he is not as easily con- 


with this idea to insure cooperation. Any sup- 
port, with the exception of the Whitman plate, 
is only a temporary devise whose function is 
the assistance of soft structures until the 
threshold of muscular fatigue has been elevated 
to a normal level. Whatever benefit is derived 
from its use as a temporary crutch is invalidated 
when it is used as a curative device. It is worn 
continuously for a period of four to six weeks 
and its use is then tapered down for the next 
two to four weeks so that it may be discarded 
at the end of two to three months. 

The use of commercial arch supports is a 
mistake for the reason that variations of ana- 
tomical conformation that are encountered in 
feet cannot be met by these factory-made, sized 
appliances. Since there is not a constant rela- 
tionship between the length and width of the 
foot and the shape of its dome, as determined by 
the height, width, length and angle of the dome, 
accurate standard patterns cannot be designed 
in foot sizes. 

With the help of a shoemaker, a very satis- 
factory support is made from leather and harness 
felt. A pattern of the foot is cut from a piece 
of paper and is marked just behind the first, 
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third and fifth metatarsal heads, at the calcaneo- 


cuboid junction and just anterior to the medial 


tuberosity of the os calcis (Figure 9). These 
Figure 9 

Tracing of patients foot and pattern used in making 
support. 


marks are used as guides and the shape of the 
concavity of the under surface of the foot is 
drawn on the paper. The design of the support- 
ing surface is transposed to a pattern of the 
shoe insole and that part of the pattern anterior 
to the supporting surface is cut away and dis- 
carded. ‘Two pieces of leather are cut out from 
this finished design with a small flap left on 
the inner side of the piece that will be the top 
of the support. The two pieces of leather are 
stitched by a shoemaker to make an envelope 
and the envelope is filled with harness felt to 
the proper height. 

If after a four week period of strapping, or 
support, the patient still experiences muscular 
fatigue at his daily occupation, he must either 
rest or change his occupation until the muscles 
can be called upon for active work. Any attempt 
to institute active ambulatory treatment of cases 
in the postural and shortened Achilles groups in 
the presence of muscular fatigue will fail. If 
the patient is unable or unwilling to discontinue 
work, he is given a support that is worn until 
he is able to take the time necessary for muscular 
repair or for operative correction. 

From one point of view it is unfortunate that 
an arch support will relieve the severe symptoms 
that accompany weak feet because patients ex- 
periencing this relief are prone to continue in 
the use of supports. Many of them fall prey 
to commercial arch support salesmen and neglect 
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to return for postural and muscular correction. 


However, the course outlined must be followed 
because active therapy that is initiated in the 


presence of muscular fatigue is doomed to 


failure, 
TREATMENT, 


POSTURAL GROUP 


with weak feet 
readaptation ot 


Active treatment of patients 
of the postural type aims at a 
the weight bearing mechanism to the superstruc- 
ture by postural control, Such specific muscular 
control is obtained by several maneuvers that 
impress upon the patient the elements of correct 
posture and by a series of exercises that brings 
opposing muscle groups into balance. Since the 
success of any system of exercises depends upon 
a discipline that will instill the patient with a 
consciousness of good posture and at the same 
time a spirit of cooperation in developing and 
maintaining it, the system that creates discipline 
by its directness and simplicity is the most ef- 
fective, 

The exercises are performed three times each 
day and they are done with the feet bared as 
soon as possible. Hach time, the exercises are 
preceded by the wall and chair maneuvers so 
that the patient has a fresh impression of correct 
posture while he is running through the exer- 
cises, 

In the wall maneuver the patient stands with 
his back against a wall, with the head, shoul- 
ders, buttocks, calves of the legs and heels touch- 
ing the wall. The hand is placed flat between 
the small of the back and the wall and as the 
small of the back is pushed against the hand, 
lumbar lordosis is reduced and pelvic inclina- 
tion is decreased. Maintaining this attitude, the 
patient walks around the room. On return to 
the wall, the lumbar and pelvic postures are 
checked with the hand at the small of the back. 
The maneuver is repeated five times. 

The chair maneuver was described by Wiles® 
as an exercise for the peroneus longus. In the 
performance of this maneuver the patient sits 
well forward on a chair with the foot pointing 
straight ahead and at a right angle with the 
tibia. A mark is made on the floor about one 
and one-half inches medial to the first toe and 
the front part of the foot is moved to the mark. 
Only the forefoot is moved, the tibia and the 
heel remaining stationary. The ball of the big 
toe is now pushed against the floor through the 
action of the peroneus longus, This movement 
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is difficult of accomplishment at first because 
the tibialis anticus is not easily inhibited, but 
the contraction of the peroneus longus can be 
felt when the fingers are placed over the lower 
third of the outer side of the leg and thus a check 
is established on the performance of the exer- 
cise, 
INSTRUCTIONS FOR PATIENTS 
Slanding: 
1, Head 
pelvis up. 


®. Feet four inches apart. 


up, shoulders back, abdomen in, 


3. Toes pointing straight ahead. 

1, Weight on outer edges of feet. 

5. Arches cupped, like palm of hand. 
Walking: 

Take a two mile stretch daily, preferably at 
This does not include walking while at 
Keep in mind: 

1. Toes pointing straight ahead. 


2, Weight on outer edges of feet. 


to 


noon. 
work, 


3. Toes gripping the ground, the 
arches. 
4. Keep conscious of “heel,” “outside of foot” 


cup 


and “big toe and spring.” 
General; 

1. When standing, practice gripping ground 
with toes, 

2. When walking, do the same. 

3. When sitting, cross feet and practice cup- 


g arches. 


pin 
Exercises and Postural Aids: 

Twice daily, barefoot as soon as possible, and 
toes always straight ahead. TIME—SIX MIN- 
UTES. 

1. Wall 
around room five times, checking posture at 
wall each time. 





maneuver. Begin at wall, walk 


2. Chair maneuver. Depress and elevate the 
hig toe twenty times (each foot). 

3. Neck rotation with muscles on streteh— 
five times. 

4. Arms extended 
with deep breathing—ten times. 
floor with 


forward and backward 


5. Touch knees straight—five 
times. 

6. Leg raising, lying on back—five times. 

%. Push back into floor and relax alternately 
—ten times. 

8. Up on toes, cupping arches by throwing 
weight on smaller toes—ten times. 

9. Up on toes; roll out on sides and down— 


ten times. 
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10. Feet together; roll out on ankles—ten 
times. 

11. Walk across room on toes and back on 
outer sides of feet—three times. 

12. Manipulate feet as directed—five times. 

The patient must make a conscious effort to 
overcome the pronated posture of the foot dur- 
ing standing and The must 
be supinated and the astragalus must be rotated 
externally against it. In locomotion the foot 
should roll from the heel to the outer side of 
the midfoot and back to the first metatarsal. This 
action is practiced by walking slowly around 
the room while concentrating on “heel, outer 
side of foot, big toe and spring.” 

After a four to six week period of continuous 
support, elevations are placed on the shoes and 
the use of the mechanical support is diminished 
steadily during the following two to four weeks. 
At the end of this time the supports are dis- 
carded, but the shoe elevations are retained. 

In 1929 Steindler’® called attention to the 
dynamic distortion produced by the internal heel 


walking. heel 





Figure 10 


Shoe with wedges beneath the inner side of the heel 
and beneath the fifth metatarsal head. 
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by a counter correction of the compensatory 
forefoot supination by an external wedge (Fig- 
ure 10). 

‘The heel wedge tapers from the medial side 
and extends completely across the heel. The 
height varies from 35 to 4% inch at the inner 
edge. The external wedge is placed beneath the 
fifth metatarsal head. It measures from 44 to 
;*; inch in height and tapers medialward. After 
the supports have been discarded, the use of the 
shoe elevations is continued. At the end of a 
month they are lowered and they are discarded 
after a variable period of time that depends upon 
clinical progress. 

TREATMENT, SHORTENED ACHILLES GROUP 


Treatment of weak feet in the shortened 
Achilles group must: proceed slowly and with 
great caution. The physician must bear in mind 
that the objective of treatment is increased length 
of the Achilles tendon and the calf muscles and 
that progressive restoration of the natural me- 
chanics of the foot must follow increased Achilles 


Figure 11 
Shoe with metatarsal bar. 


Figure 12 
Compensating insole used in treatment of weak feet in 
short first metatarsal group. 


lift that is used so commonly in the treatment 
of weak feet. The internal lift on the heel 
serves a very useful purpose in shifting body 
weight to the outside of the foot, thereby cor- 
recting pronation of the os calcis. However, 
in so doing, it increases the supinatory torsion 
the forefoot has undergone to compensate for 
pronation of the backfoot. In order that the 
forefoot-backfoot relationship may be restored to 
the normal, the correction of the backfoot prona- 
tion by an internal wedge must be supplemented 


length. The common practice of correcting the 
shoe environment of the foot before the tendon 
has been lengthened precipitates an acute weak 
foot. When a high heel is worn, the mechanical 
disadvantages of the short tendon are not in play 
against the subastragalar joint but these forces 
are brought into action when the shortened 
Achilles foot is placed in a low heeled shoe. For 
this reason progress in diminishing heel height 
must follow progress in Achilles lengthening, 


step by step. Heels are lowered hy change of 
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shoes and by the removal of ¥g inch sections. 

The Achilles tendon is lengthened by exercises, 
passive stretching and by walking with meta- 
tarsal bars. 

In performing the first exercise the patient 
faces a wall and supports herself against it with 
the extended palms. While keeping the palms in 
contact with the wall, she backs the feet away 
from it. During this maneuver the heels must 
be kept in contact with the floor, the toes must 
point inward and body weight must be concen- 
trated on the outer borders of the feet. The lat- 
ter is very important because the legs will act as 
levers against the subastragalar joints if body 
weight is centered over the inner borders of the 
feet and thus the stretching action will be ap- 
plied to the medial pillars of the feet rather than 
to the Achilles tendons. 

In the second exercise the patient squats with 
the toes pointing inward. With the heels re- 
maining in contact with the floor, body weight 
is moved forward and the Achilles tendons are 
subjected to a stretching action. 

In the third exercise the patient assumes the 
erect position and rocks backward over the heels. 
As the toes are lifted from the ground body 
weight is thrown forward and the patient bal- 
ances on the heels. 

Passive stretching is employed twice or three 
times daily. This is done easily by means of a 
two-inch canvas strap. The patient sits on the 
floor with the knees extended and each foot is 
pulled upward by the strap which is held in the 
hands and passes beneath the middle of the foot. 
It is important that the strap pull up from un- 
der the midfoot just anterior to the calcaneus 
and it is important also that the hands be sep- 
arated so that the hand on the inner strap pulls 
considerably medialward. In this maneuver the 
foot is supinated as it is dorsiflexed. 

Walking with metatarsal bars is begun after 
some progress has been made with the exercises 
and passive stretching. Rounded leather bars of 
4 inch height and %4 inch width are nailed to 
the shoe soles just behind the first and fifth met- 
atarsal heads (Figure 11). The patient takes a 
two mile walk in these shoes each day. The 
metatarsal bar, which acts as an anterior heel, 
has a very marked stretching influence on the 
calf, 
keeping the feet supinated during the exercise for 
if the feet are pronated during the walk, the pow- 


Here again attention must be paid toward 
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erful leverage action of the leg is spent on the 
subastragalar joint and not on the Achilles 
tendon. 

TREATMENT, ANATOMICAL GROUP 

Weak feet in the short first metatarsal group 
usually require some permanent mechanical de- 
vice that will add to the length of the medial 
pillar. In many cases, however, the action of the 
peroneus longus can be developed to such an ex- 
tent that it can carry its extra burden quite effec- 
tively without mechanical aid. Such a 
is a possibility only when the first metatarsal is 
not greatly shortened. The muscle is developed 
by means of the chair maneuver described in a 
previous paragraph. 

The leather insole advocated by Morton’ has 
been found to be a very satisfactory form of 
therapy in this group of cases. A compensating 
platform is attached to the insole just beneath 
the first metatarsal head (Figure 12). Another 
effective device is the tapering metatarsal bar 
which is similar to the bar that has been de- 
scribed in connection with the shortened Achilles 
group. The bar tapers laterad and its medial 
elevation measures one-fourth inch. 

All discussion of operative methods used in 
the correction of weak feet has been omitted pur- 
posely. 


result 
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STETHOSCOPIC 
A doctor’s little daughter, deeply interested in radio, 
glanced one morning into the office where her father 
was testing the heart and lungs of a patient. “Getting 
any new stations, daddy?” she inquired. 
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TYPES OF SKIN GRAFTS AND THEIR 
INDIVIDUAL APPLICATION 
Pau W. GREELEY, A. B., M. D., F. A. C.S. 


Attending Plastic Surgeon, Lllinois Research and Educational 


Hospitals 
CHICAGO 

Of the many operative procedures in plastic 
surgery, the skin graft is the most commonly 
employed, These transplants have a wide va- 
riety of application, being used to cover surface 
defects following many causes. Frequently they 
are utilized to repair skin destruction resulting 
from burns, to replace traumatic loss following 
injuries, and extensive resections for malignancy, 
especially those of the breast and around the 
head. 

Except in identical twins the transfer of skin 
of one individual to another is futile. It was 
believed at one time that if both the donor and 
recipient were of the same blood group that suc- 
cess would follow. True indeed, the grafts may 
grow at first, but eventually melt away. Non- 
homoplastic or zoo-grafting, the transfer of ani- 
mal skin to humans, is spectacular but 100 per 
cent unsuccessful. 

Skin grafts may be arbitrarily classified into 
the free and pedicle varieties. Free grafts may 
further be subdivided into part-thickness grafts 
and free full-thickness grafts. 

PART-THICKNESS GRAFTS 

For the sake of simplicity and certainty of 
take the split type (as defined later) is most 
useful. The very thin epidermal or Thiersch 
Graft is good for the rapid covering of defects 
where cosmesis and function are not important. 
It will not, however, control subsequent underly- 
ing scar contraction. 

Pinch Grafts, either the thin (Reverdin) or 
the thicker (Davis) type we have not found to 
be very practical. It has been our experience 
that larger grafts grow better and give a much 
better final result. Pinch grafts give rise to con- 
siderable contraction due to scarring between the 
grafts. The healed covering does not stand 
trauma well. Carcinoma occasionally develops in 
pinch-grafted areas since these poorly! vascu- 
They like- 


Any of 


larized surfaces easily break down. 
wise give the poorest cosmetic result. 
Read before the Evanston Branch, Chicago Medical Society, 
January 4, 1939. 
From the Plastic Division, Department of Surgery, Univer- 
sity of Illinois College of Medicine, and St. Luke’s Hospital, 
Chicago. 
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these conditions frequently give rise to the ne- 
cessity of excision and re-grafting with another 
type. Although we admit their usefulness in 
the hands of the occasional operator, as time 
passes pinch grafts are being used less and less 
by the trained plastic surgeons because of the 
poor results obtained. It must be realized, how- 
ever, that more skill and care is required in the 
use of split grafts, free full-thickness grafts, and 
pedicle flaps, and that the surgeon performing 
such operations but occasionally, is apt to have 
many serious failures. 

In more recent years the thicker or interme- 
diate split graft has found a very extensive field 
of usefulness and among surgeons doing any 
quantity of skin grafting, it has practically sup- 
planted the older thinner Thiersch and Pinch 
types. This variety has been named Thick Razor 
Graft by Gillies and Split Skin Graft by Blair. 
It includes the papillary layer of the corium and 
tends to control subsequent scar contraction. In 
many instances it gives nearly as good cosmetic 
and functional results as the free full-thickness 
graft. At the same time it is as simple to man- 
age as a Thiersch graft. These can be quickly 
cut into any size or shape and under proper 
surgical technique one can be sure of practically 
100 per cent take. Furthermore, the donor site 
heals without the necessity of closure by other 
means. For practical purposes this graft is one 
of the most useful and can be used on many areas 
of the face and other mobile sites where the more 
complicated free full-thickness graft formerly 
has been employed. Not only is its entire man- 
agement simpler and more certain, but the time 
consumed in handling any given case is about 
half of that necessary where free full-thickness 
grafts are employed. Small and large defects 
can be covered with equal ease and success. 

Razor grafts grow best and with the least 
amount of subsequent contraction if any existing 
granulations are first excised down to normal 
subcutaneous tissue. They may also be placed 
upon a freshly prepared bed following the exci- 
sion of a healed scar or malignant growth. 

Using the Blair-Brown suction box technique, 
these grafts may be quickly cut to the desired 
thickness and dimension. Furthermore, donor 
sites such as the abdomen and back can be used 
when large quantities of skin are necessary and 
with a degree of success that does not accom- 
pany other techniques. 





graf 
It is 
exact 
excis 
press 
bene: 
ing 0 
and : 
appli 

Th 
line | 


usually 
the dr 
ally fir 
If nee 
same d 
The 








1939 


» ne- 
other 
$$ in 
time 
| less 
f the 
how- 
n the 
, and 
ming 
have 


erme- 
- field 
any 
, sup- 
Pinch 
Razor 
Blair. 
n and 
1 In 
metic 
-kness 
man- 
uickly 
yroper 
tically 
yr site 
other 
is one 
7 areas 
> more 
rmerly 
» man- 
e time 
about 
ickness 
defects 
>» least 
xisting 
normal 
placed 
e excl- 
le 
hnique, 
desired 
donor 
ye used 
ry and 
accom- 





May, 1939 


Having been cut to the desired size the graft 
then is transferred to the recipient area, Once 
applied to its new bed it is secured in place under 
normal tension by fine non-absorbable sutures. 
Occasionally small stab wounds are made in large 
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seven days but may be examined sooner, partic- 
ularly if infection of the base had been under 
doubtful control at the time of grafting or if 
significant infection appears to have developed 
postoperatively. The sutures and excess graft are 





Fig. 1 
This represents the healed state following immediate 
application of split grafts following extensive breast 
resection for malignancy. This wound was healed two 
weeks post-operatively, as promptly as if skin flaps 
had been preserved and sutured over. 


grafts to allow for the escape of serum and blood. 
It is not necessary to trim off the edges to the 
exact size of the bed. Any overlapping can be 
excised at the time of the first dressing. Gentle 
pressure is then made to express any fluid from 
beneath the graft and a pressure dressing consist- 
ing of xeroform vaseline gauze, dry sterile gauze 
and a moist sterile marine sponge immediately 
applied. 

The donor site is dressed with xeroform vase- 
line gauze and sterile dry dressings and is not 


Fig. 2 
“A”—Old burn contracture of flexor aspect of elbow 
joint. Limiting scar excised and defect immediately 
covered with thick razor grafts. ‘“B’—Complete heal- 
ing and return of function. 


then removed. If possible one should expose the 
graft to the air at this time. Massage and mo- 
tion can ordinarily be started with safety in 
twelve to fourteen days (Figures 1 and 2). 
STENT GRAFTING 

This method is useful for the covering of mu- 
cous membrane surfaces, such as in the mouth or 
nostrils, or for the application of free grafts to 
any other depressed, curved, or irregular surface. 

A piece of soft sterile dental modeling com- 
pound is pressed into the previously prepared re- 





Fig. 3 
“A”—Burn contractures of 4th and 5th fingers of 12 


years duration. 


“B” and “C’—Excellent functional re- 


sult after excision of scars and replacement with free 
full-thickness grafts. 


usually touched for about ten days, at which time 
the dressings are soaked off and one will gener- 
ally find the underlying area completely healed. 
If needed, further grafts can be taken from the 
same donor site four to six weeks later. 

The graft is usually inspected in about five to 


cipient area and an impression made. A split 
graft, with the raw surface outward, is then cov- 
ered over the model which is next re-inserted into 
the pocket and pressure applied. After ten days 
the mold is removed and the raw surface will be 
found completely epithelialized. 
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FREE FULL-THICKNESS GRAFTS 

The Free Full-Thickness or Wolfe Graft is 
most useful for a fresh, clean raw surface where 
good mobility with minimum hazard of secondary 
contraction and the highest grade of cosmesis are 
desirable. Its usefulness then naturally applies 
to certain deformities about the face and hand 
(Figure 3). Its use and aftercare are more com- 
plicated and the certainty of a take more haz- 
ardous than with the split thickness graft. To 
insure uniform success of free full-thickness 
grafts, the following principles must be observed : 

1. The graft must be cut to the exact size of 
the defect to be covered. 

2. The base must be free of fat. 
3. Hemostasis must be perfect. 
t. The graft must be maintained under 
normal tension with the edges carefully and ac- 
curately approximated with fine non-absorbable 
sutures. 

5. The graft must be secured to its base by 
firm, even pressure at about 30 millimeters of 


mercury. 

6. It must be immobilized for ten to twelve 
days unless some obvious complication warrants 
an earlier inspection of the graft. 

The work of Ferris Smith has shown 30 milli- 
meters of mercury to be the optimum pressure 
necessary to favor the taking of this graft. This 
pressure may be approximated by bandaging a 
sterile marine sponge over the graft, but is ob- 
tained more accurately by the use of the inflat- 
ible rubber bags devised by Smith. 

SEIVE GRAFTS are a modification of Wolfe 
grafts. They consist of free full-thickness skin 
that has been cut smaller than the defect to be 
covered. Multiple stab wounds are made in the 
graft which is then stretched out to fit the de- 
fect. The stab wounds epithelialize over. The 
management is otherwise similar to Wolfe grafts. 
Their usefulness is chiefly around large joints 
were good function is more important than the 
cosmetic result and may be obtained with a mini- 
mum amount of full-thickness skin. These grafts 
are ordinarily cut 1% longer than the defect, but 
need be only 14 to 1% as wide as the area to be 
covered. 

PEDICLE GRAFTS 

There are times when under the best technique 
the use of any free graft will be unsuccessful. In 
such conditions one may use a pedicle flap, that 
is, one in which the blood supply remains intact 
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at the donor site until its distal end, which has 
been transferred to the new bed, has established 
its own new vascular supply. In planning a 
pedicle graft it is wise to try to include a large 
artery in its substance, so as to further guaran- 
tee its viability. The more simple kinds are the 
rotated flaps from the border of the defect’ or a 
pedicle graft taken from a distant site. Pedicle 
flaps from the scalp, which were developed by 
the late Professor Lexer of Munich, for the cov- 
ering of extensive facial defects in men, find lit- 
tle useful application in America since most men 
in this country refuse to wear full beards. Al- 
though they may be shaved, the owner finds an 
extremely tough beard over which to labor. 

In certain types of linear scars, especially those 
involving the flexor surface of joints and certain 
types of neck contractures, the Z-plastic, which 
involves the creation of two rotated flaps, will 
often produce sufficient relaxation to make fur- 
ther surgery unnecessary to give adequate func- 
tional results. 

TUBE PEDICLE GRAFTS 

Probably the most useful vascular transplant 
is the tube pedicle variety. This remains as one 
of Gillies greatest contributions to plastic surg- 
ery. Its use makes possible the reconstruction of 
any part or all of the face with definite success. 
Its use also permits the graft to be taken from a 
distant point, where subsequent scarring is on 


an area not ordinarily exposed to view. Usually | 


they are taken from the neck, pectoral region or 
the upper arm. They may also be raised from the 
abdomen and brought up to the face by the 
“jump flap” method, where the wrist or hand is 
used as a carrier. Abdominal skin, however, does 
not give as good cosmetic results as that taken 
from the upper arm or pectoral region, but suf- 


fices quite admirably in neck and axilliary con- 


tractures. 

These tubes are constructed by first making 
two parallel skin incisions in a selected area. In- 
cisions are then carried beneath the strap-like 
flap, undercutting from one side to the other, 
leaving the ends attached. Hemostasis of the 
raised flap is perfected and its edges rolled to- 
gether and sutured beneath, producing a tube 
resembling the handle of a suitcase. The donor 
site is closed by advancing and suturing the ad- 
jacent skin margins beneath the tube, or if the 
area is extremely large the raw surface may be 
covered with a split skin graft (Figure 4). 
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The tube is then dressed and left in this posi- 


tion until it has become well vascularized. At 
the.end of this time the distal end is cut across, 
the tube re-opened and sutured into the recipient 
area. The proximal end of the tube remains at- 





Fig. 4 
Extensive defect of trunk following construction of 
long thoracoepigastric tube pedicle. Donor site covered 
by primary application of split skin grafts rather than 
\ttempting to suture underlying skin flaps with extreme 
tension. 


tached until the graft has become securely vascu- 
larized in its new bed. It is then cut off and the 
excess portion returned to its original site or 
discarded. 

This graft should not ordinarily be more than 
two and one-half times as long as it is wide, for 
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so doing more than one defect can be covered 
simultaneously. 
CHOICE OF GRAFTS 

In planning the repair of any lesion the pro- 
cedure of choice to obtain the best results can 
only be decided after an accurate diagnosis of 
the existing pathology has been made. Once 
this has been established the method of re- 
pair is usually quite obvious. One must keep in 
mind the ease with which the area may be cov- 
ered, the final cosmetic and functional result, and 
also the comfort and safety of the patient during 
the period he is under the reconstructive surg- 
eon’s care. Likewise he must avoid producing 
further defects in order to repair the original 
one. 

Pedicle flaps are desirable when the question 
of maintaining the viability of the graft is haz- 
ardous. When they can be obtained nearby, 
simple pedicle or rotated flaps usually suffice. If 
one wishes to transfer a subcutaneous fat pad 
with the skin graft it is alwavs necessary to use 
a pedicle graft (Figure 6). If one must go a 
distance for vascularized grafts, then the tube 
pedicle method becomes the choice. For recon- 





Fig. 5 
“A”—This long tube was constructed by first raising 
the two ends, leaving an intermediate bridge to guar- 


antee vascularity in early stages. 
the tube was completed with safety. 


“B”’—At a later date 
The tube shown 


in Fig. 4 was constructed in a similat manner. 


fear of endangering its blood supply. An excep- 
tion to this rule may be made if the tube is raised 
in two halves, leaving the central portion at- 
tached for at least two weeks before completing 
the tube (Figure 5). Double or triple tubes 
may be raised from a common base if desired. In 


struction about the nasal tip, lips and larger 
cheek defects, the tube pedicle grafts are almost 
a necessity. For nasal covering, the older Italian 
method should be condemned because of the dan- 
ger of emboli and the irksome position for the 
patient. 
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When there is a healthy base against which fibrous tissue developing in the granulating bed} abso 
proper pressure can be made, some type of free and thus jeopardizing its blood supply, as well} hem: 
graft immediately becomes the method of choice as permitting scar contraction to develop beneath} imm 
for obvious reasons of simplicity. the graft. W 
Burns should be grafted as early as possible. Excessive granulations may be painted with) resul 
| then 
follo 
medi 
In 
| loss, 
' 
once. 
WI 
ical ¢ 
; appli 
oie Fig. 6 : : On tl 
“A”—Complete loss of soft tissues including fat pad 
of flexor aspect of terminal phalanx, following gan- nant 
grenous process. Although some bone was lost due senni 
to superficial osteomyelitis, the attachment of the flexor I 
tendon was not disturbed. “B” and “C’—Show result comp 
with skin covering containing good subcutaneous fat vraft 
pad following application of pedicle flap. © 
woun 
By so doing, unlimited discomfort may be spared tincture of iodine or phenol, and then sliced off 
in addition to the financial economy gained by with a sharp knife down to the desired level. This To 
the patient to have his wounds closed in a short bed may be grafted at once, or if hemostasis can-} imag’ 


period of time by a permanent covering. This 
surgery may be done just as soon as the granu- 
lating bed is clean, which is ordinarily from two 
to three weeks following the original trauma. By 
so doing one also eliminates.the horrible defects, 
some of which may be permanent, that result 
from the contraction of the scars which would 
otherwise subsequently develop (Figure 7). 

If dealing with an early fresh but infected 
granulating area, the preparation may be hast- 
ened by applying moist gauze dressings of physi- 
ological saline or Dakin’s solution under moderate 
pressure, such dressings being kept moist and 
changed every few hours. More recently we have 
been using Knicbdamniad solution in ‘triacetin. 
We have found it to be much more efficient and 
more simple to use, and furthermore the dress- 
ings have to be changed only once every 24 hours. 

Any old ulcerations or other areas that have 
long standing granulations present should be ex- 
cised. If the resulting area is relatively clean, 
grafting may be done at once, otherwise the base 
is permitted to regranulate for a few days until 
firm pink healthy granulations are present in all 
areas. We do not ordinarily make bacterial 
counts, relying instead upon our experience and 
judgement to tell when the bed does or does not 
present an adequate healthy appearance. One 
should not wait beyond this point for fear of 


not be secured by application of warm saline 





Fig, 7 


This 22-year-old boy was severely burned in a fur- 


nace explosion at the age of 3. Owing to the long time 
interval, marked permanent bony and soft tissue dam- 


age has occurred thereby handicapping reconstruction 
possibilities in this type of case, The condition would 


never have occurred had this patient been grafted 
shortly after his burn. 





packs, sterile dressings under moderate pressure 


for 24 to 48 hours will usually produce a healthy 
dry bed that will be ready for grafting. Ji is 
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absolutely essential that the bed be dry because 
hematoma formation beneath the graft will spell 
immediate disaster. 

When burned patients have been neglected and 
resulting scars have been permitted to occur it is 
then necessary to completely excise the cicatrix, 
following which a permanent type of graft is im- 
mediately applied. 

In dealing with lesions created by traumatic 
loss, the defect should, if possible, be grafted at 
once. 

When one is replacing skin following the surg- 
ical excision of new growths the graft should be 
applied immediately if the neoplasm is benign. 
On the other hand, if one is dealing with a malig- 
nant lesion, it is usually wiser to postpone plastic 
repair until one year after the cancer surgeon has 
completed his resection, unless a temporary split 
graft is applied to convert the defect into a closed 
wound, 

PLANNING THE TYPE OF REPAIR 

To be successful the surgeon must be able to 

imagine his problem in the final healed state. In 





lig. 8 


“A”__Shows keloid scar on side of neck following old 


burn. “B’”—Shows size of defect covered with graft 


following excision of keloid. This increase in size 
is dependent upon the elasticity of the adjacent skin 


which returns to its normal position when freed from 
a contracting scar. This is a common occurrence in 
dealing with healed burns, (Dark color of graft duc 


to Iodine stain applied for illustrative purposes). 


other words, he must have a clear vision of the 
ultimate result before he begins the repair, This 
prerequisite is just as important as a knowledge 
of the operative steps involved. 

In deciding upon the type of graft to use, one 
must consider the simplicity, the comfort and 
safety of the patient, as well as the final cosmetic 


The amount of skin loss 


and functional result. 


must be accurately estimated. The lines of skin 
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elasticity must be observed so as to avoid the de- 
velopment of subsequent contractures. 

When one is dealing with an adequately pre- 
pared granulating wound, grafts may be applied 
at once. With healed defects the scar is first re- 
moved and the resulting base made dry. This 
cicatrix must be thoroughly excised. 

It is noted usually that in healed burns the 
scar is much smaller than the actual defect. One 
is often surprised to note the large size of the 
detect created by excision of such a scar (Figure 
8). This increase in size is dependent upon the 
elasticity of adjacent skin which retracts away 
from the freed margin. The surgeon will save 
himself considerable embarrassment if he re- 
members this point and is equipped to close the 
resulting defect with what generally necessitates 
a graft. 

POSTOPERATIVE CARE 

Organization may be hastened by infra-red 
heat or diathermy. I do not like massage in 
early stages for fear of widening the pliable new 
sear tissue at the suture lines. After organiza- 
tion is complete it is excellent. 

One is sometimes confronted by the develop- 
ment of an undesirable color in a prominent 
graft. This is usually inevitable, but it may be 
made less conspicuous by the use of various com- 
mercial tinted cold creams or more permanently 
by a skilled tattoo artist. 

CONCLUSIONS 

1, Grafts should be applied to defects created 
by skin loss as early as possible in order to pre- 
vent unnecessary discomfort, financial loss and 
more permanent deformity from subsequent con- 
tractures, 

%. When dealing with a cicatrix the scar is 
completely excised, following which a permanent 
graft is immediately applied. 

3. Careful thought must be given in selecting 
the most desirable graft to be used for the par- 
ticular defect, keeping in mind the ease with 
which the area may be covered, the final cosmetic 
and functional result, as well as the comfort and 
safety of the patient during the period he is un- 
(er the plastic surgeon’s care. 

4. And finally, it should not be overlooked that 
the surgeon undertaking this type of work must 
be endowed with imagination, courage and 
patience. 


122 South Michigan Avenue. 
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CHRONIC FIBROPLASTIC ENCAPSULAT- 


ING PERITONITIS WITH COMPLICA- 
TIONS 
Tom B. Bonpbus, M. D. 


CHICAGO 


Chronic fibroplastic encapsulating peritonitis 
is not extensively mentioned in the American lit- 
erature but is frequently discussed in the foreign 
literature. Scattered articles are found from Fin- 
land, Denmark, Russia, England, Australia and 
a large number from Germany and France. The 
condition is given various titles, as peritonitis 
adhesive 


chronica fibrosa deformans, chronic 


sclerosing peritonitis, idiopathic peritonitis, 
chronic hyperplastic peritonitis, polyserositis, 
sugar icing peritonitis and, if etiology may be 
incorporated into the name, the author of this 
article adds to the confusion by calling it allergic 
peritonitis as applied to the large number of 
previously described cases, where the etiology was 
admittedly “unknown.” 


A cross section of the literature reveals many 


varied etiological factors involved in this type of 
peritonitis. ‘Tuberculosis has been assigned as 
a cause and without doubt the tubercle bacillus 
can be given full credit in a certain percentage of 
eases. This view is held quite strongly by most 
of the French writers. Syphilis has also been 
mentioned, but it hardly stands the test after 
heing repeatedly ruled out by serological invest- 
igations. Interstitial nephritis as a cause is really 
without substantial proof. Streptococcic infec- 
tion is wel) known as a factor in peritonitis, but 
as a factor in encapsulating peritonitis it is ex- 
ceedingly rare, as its devastation is so rapid that 
insufficient time is allowed for the production 
of this particular type of peritonitis. However, 
three cases of streptococcic encapsulating peri- 
tonitis have been reported in the literature. 

The majority of writers have reported their 
eases as of unknown etiology. At the present 
time it is quite generally accepted that allergy is 
a cause of many of our bodily ills, some of which 
may be quite severe. Everyone has witnessed 
severe skin and mucous membrane reactions from 
either drug or food allergy. Foreign serum reac- 
tions have been common and no one can logic- 
ally say that the peritoneum is immune to al- 
lergic manifestations. Upon these facts and clin- 
ical observations the writer predicates the hypo- 
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thesis that the peritoneum is subject to allergic 
phenomena and that it may account for many 
of the cases of proliferating plastic peritonitis 
which have been described as of unknown 
etiology. 

As to symptomatology, it can be said that 
usually the amount of pathological findings is 
out of proportion to the symptoms. It may be 
called a clinical paradox that some of these cas¢s 
have considerable pathologic manifestations and 
have very little symptoms to sound warning of 
the usual impending tragedy—intestinal obstruc- 
tion. A very small minority of the cases show 
ascites as the principal objective symptom and 
very few subjective symptoms. 

Allan reports a case of chylous ascites in which 
paracentesis was done forty-nine times, with- 
drawing ten to twenty pints each time, Postmor- 
tem findings showed a “great fibrous thickening 
of grayish-white, glistening membrane involving 
pericardium, pleurae and abdomen.” There was 
no evidence of tuberculosis and the etiology was 
unknown. 

Osler discusses proliferative polyserositis very 
briefly, stating that there are instances of chronic 
peritonitis in which the mesentery is so shortened 
by this proliferative change that the intestines 


form a ball situated in the midline. After removal 
of the exudation, this ball can be felt as a solid 
tumor, The intestinal wall is greatly thickened 
and the mucous membrane is thrown into folds 
like the valvulae conniventes, 

One of the earliest cases recorded in American 
literature was a postmortem reported by Welch 
of Johns Hopkins in 1908 in which he noted his 
findings as a case of chronic organizing peritont- 
tis of unrecognized etiology; intestinal obstruc- 
tion resulting from numerous transverse infold- 
ings or constrictions of the intestinal wall, these 
being held in place by bridges of dense, organiz- 
ing, false membrane. 

Dowd reported a case in 1923 in which a tume- 
faction involved four-fifths of the small bowel. 
This was resected but the patient died. At post- 
mortem there was found complete obliteration of 
the abdominal cavity. 

Cubbins and Marvel report a case of intestinal 
obstruction and tumefaction. They found ad- 


hesions of a clear and hyaloid character with 


etiology as unknown. However, the patient died 
nine months later of a pulmonary tuberculosis. 
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Devine of Australia reports a case where the 
visceral and parietal peritoneum were united to 
such an extent that there was practically no peri- 
toneal cavity. The cecum and sigmoid were cov- 
ered by a glistening, opaque, milk-white mem- 
brane. The small bowel had become encapsulated 
to form tumefactions and intestinal obstruction, 
Surgery was followed with recovery. 

Asger Naerra reported a male, aged thirty-two, 
with no history of tuberculosis, who was operated 
upon for acute appendicitis but no pathological 
changes were found. Eight months later he was 
operated upon for nephrolithiasis but it turned 
out to be intestinal obstruction. He found a con- 
stricting band extending from the ileocecal angle 
over the root of the mesentery to a loop of smal] 
bowel at the junction of the mesentery and gut, 
producing a volvulus. Convalescence was stormy 
but the patient made a complete recovery. How- 
ever, two months later he was again admitted 
to the hospital with a diagnosis of intestinal 
obstruction due to ileus. Operation at this time 
revealed more adhesions and the gut was glued 
together to the parietal peritoneum. Recovery 
followed surgical interference, and the patient 
was then given deep x-ray therapy as recom- 
mended by French surgeons. 

Price and Kennedy of Philadelphia reported a 
severe case of plastic tubercular peritonitis and 
the patient lived thirty years following exten- 
sive Incidentally they 
of iodotorm dusting powder as a means of pre- 
venting the reformation of adhesions following 
stirgery in these cases. 

Kaiser and Karewski in the German literature 


surgery. report the use 


stress the retracting phenomena in this type of 
peritonitis, They cite numerous cases following 
appendicitis in which there was no exudation but 
at postmortem found total obliteration of the ab- 
dominal cavity. 

Owtschimkow, a Russian author, reported a 
case in which no surgery was done but postmor- 
tem revealed almost total obliteration of the ab- 
dominal cavity resulting from a type of peritoni- 
tis “which must stand out as a distinct anatomo- 
pathological entity apart from other types of 
peritonitis.” 

Wetherell reported a case brought to surgery 
three times; first for appendicitis with a right 
floating kidney, at which time there was found 
a thickened peritoneum which was not. associated 
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with plastic peritonitis. One year later the pa- 
tient was operated upon for obstruction of the 
bowel right ovarian 


large complicated by a 


tumor. One month later the patient was again 
operated upon for obstruction of the small bowel, 


and at this time the abdominal cavity was almost 


obliterated by the retracting peritoneal adhesions. 


Wetherell considers a thickened parietal peri- 


toneum as pathognomonic of this very trouble- 
some peritonitis which will invariably lead to in- 


testinal obstruction. 
CASE REPORT 

The patient was a female, aged fifty-three, un- 
married; height five feet four inches, weight 237 pounds. 
Her early childhood history was unimportant except 
for a tonsillitis at the age of ten. In her early adult 
life she complained of pains diagnosed as usual colic, 
although she says she had “stomach trouble” all her 
life. Obstinate constipation has been a persistent com- 
plaint. Blood and pus have been found in the urine 
at intervals for twenty-five years. She has been con- 
scious of a Jarge tumor in the abdomen since 192 
which extended from two inches above the umbilicus 
to the symphysis, 

On further questioning it was learned that an ap- 
pendectomy was performed in 1906, dilatation and 
curettage in 1908 and removal of the right ovary in 
1910, Perusal of the hospital records for these opera- 
tions was impossible but evidently there was no septic 
peritonitis, 
showed 30 red_ blood 

Blood count showed 


Urinalysis before operation 
cells and 10 pus cells per field. 
4,000,000 red and 8,000 white blood cells. Wassermann 
reaction was negative. 

The patient was operated upon in September 1938 
under nitrous oxide and ether anesthesia. A midline 
incision was made extending two inches above the um- 
bilicus to the pubes, passing through a three inch layer 
of fat. The peritoneum was found to be thickened and 
difficult to enter. After opening it no definite abdom- 
inal cavity could be demonstrated because of viscero- 
parietal adhesions. The large fibroid was definitely 
adherent in all directions. After freeing all adhesions 
anteriorly and laterally it was hoped that the fibroid 
could be delivered, but this was secured by adhesions 
to bowel and omentum superiorly and posteriorly to 
bowel and parietal peritoneum, These adhesions ex- 
tended downward over the sigmoid and over the lower 
edge of fibroid and bladder. Dissection of the bladder 
adhesions produced a rent in that viscus which was re- 
paired. A seven-pound fibroid was finally removed 
from all its attachments, including a subserous at- 
tachment to the fundus of the fibroid uterus. In the 


right lower quadrant was found a mass of ileum which 


was originally attached by adhesions to the large 


fibroid, also to the fibroid uterus and its adnexae and 


sears. Freeing of this portion of the bowels was 


tedious and laborious, but eventually accomplished only 
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aiter tearing the ileum, This could not be satisfactorily 
repaired so that it was necessary to do a resection and 
lateral anastomosis, Removal of the fibroid uterus 
was done in the usual manner. Amfetin was placed 
in the reconstructed abdominal cavity, allegedly to pre- 
vent adhesions. The wound was closed without drain- 
age. 

The patient was in extreme shock following opera- 
tion. Blood transfusion and other supportive meas- 
ures were given. Her convalescence was not as stormy, 
as might be expected. At no time was her abdomen 
distended, and the repatred bladder functioned excep- 
tionally well, since on the third day she passed a quart 
of urine. A superficial abscess developed in the lower 
which cleared up in the normal 


angle of the wound 


period, Her bowels functioned without laxatives when 
she left the hospital. A specimen of urine was ex- 
amined on the day of her discharge and no blood or 
pus was found. She left the hospital on the eighteenth 
postoperative day in good condition and a month later 
she reported being in excellent health. 
SUMMARY 

1. Review of American and foreign literature 
dealing with a rare form of peritonitis. 

2. Various etiological factors are discussed. 

3. A new factor in etiology is suggested, 
namely allergy. 

4. Emphasis is placed on a thickened peri- 
toneum as a pathognomonic sign. 

5. Intestinal obstruction is the most common 
reagon for surgical interference. 

6. Narration of a chronic case with compli- 
cations and recovery. 
30 North Michigan Avenue. 
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SOME USES OF PICRATOL (SILVER PIC- 
RATE) WITH SPECIAL REFERENCE TO 
CHRONIC OTITIS MEDIA. 
SUPPLEMENTARY REPORT 
V. R. VANSTANE, M. D. 

CHICAGO 


In my article published in the Illinois Medical 
Journal in February, 1933, 1 discussed in detail 
the results obtained in the treatment of chronic 
otitis media with 1% per cent. to 1 per cent. solu- 
tion of silver picrate, at that time called picratol. 
The third case reported therein was the only 
case up to that time in which a complete cure 
had not resulted, and reasons therefore were sug- 
gested. If the reader will refer to that article 
this supplementary report will be much more 
interesting and instructive. 
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The patient mentioned therein, Mrs. M. H., 


afflicted with chronic otitis media of five years 


duration—and other ailments as mentioned in 
the previous article—had been treating her ear 





at home according to my directions. Since she 


could not come to the office for treatments I in- 
structed her to cleanse the external auditory 
canal with boric acid solution on cotton applica- 
tors and then instill the silver picrate into the 
ear twice daily, and to keep this up regularly 
persistently. and persistence 


and Regularity 


were stressed because she had failed completely 


to cooperate in these respects before, due to 


various reasons, some of which she could not 
control. 


During an acute exacerbation of the otitis 
media in October, 193%, in which both ears pro- 
duced a purulent discharge—this being the first 
time the left ear had discharged—the patient be- 
gan using the silver picrate in both ears twice 
daily as directed. The left ear ceased discharging 
in three or four weeks, and the right ear ceased 
discharging in about sixteen weeks, the patient 
stated when I next saw her six months later, 
April 27, 1933. At that time there was no per- 
foration in the left tympanic membrane, al- 
though it seemed very slightly lacking in luster. 
The large perforation in the right drum had de- 
creased to about one-fifth its former diameter 
and the middle-ear contained no pus or mucus. 
Two of her children had scarlet fever at this 
time and two days later she became quite ill from 
the same cause, but the chronic ear infection did 
not flare up while she had the severe scarlet 
fever streptococcus infection in her pharynx and 
nose. On May 16, 1933, I saw her and found the 
perforation in the right ear drum to be com- 
pletely closed and her hearing had improved 


, somewhat. At the time of this writing, June, 


1933, the drum has remained closed five weeks 
and the ear has been free of discharge eighteen 
weeks. This, apparently, is the first time this 
right ear drum has been closed in five years. 
Another instance of the possibilities of this 
treatment for chronic otitis media with perfo- 
rated ear drum may be cited in the following 
incident: The very capable associate of one of 





1[ saw this patient on September 25, 1938, and found both 
ear drums free from signs of inflammation and with no per- 
foration in either drum. She said she has had no recurrence of 


the otitis media, so far as she knows. 
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our city’s foremost eye, ear, nose, and throat 
specialists had been treating such an ear in a 
young girl for about a year with no appreciable 
improvement. While he was out of the city on 
his vacation for about two weeks or so he sent 
the patient to a general practitioner to whom | 
had spoken of my favorable results in such cases 
with the silver picrate treatment. He decided to 
try it in this case. When the specialist returned 
he was very much surprised to find very marked 
improvement in the ear both as to cessation of 
discharge and closing of the perforation. In fact, 
the ear was nearly completely cured. The special- 
ist was eager to know how the general practi- 
tioner had treated the ear, I never heard any 
later information about that particular case. 

Furthermore, I have used silver picrate in a 
number of cases of acute otitis media in which 
spontaneous perforation of the tympanic mem- 
brane had occurred, or surgical incision of it for 
drainage had been done, and in every case the re- 
sult was rapid cessation of discharge and closure 
of the opening in the drum. In these cases the 
patient’s parent or some other third party was 
instructed to cleanse the ear canal with boric acid 
swabs or by irrigating with a rubber ear syringe, 
using warm boric acid solution. Next dry the 
cana] with dry cotton swabs and then instill 
enough silver picrate to fill the canal, Allow it 
to remain so for ten minutes. Then a sterile 
gauze bandage may be placed over the ear and the 
patient allowed to move about as much as the 
severity of his illness will allow. This procedure 
is repeated once or twice daily depending on the 
amount of purulent discharge from the ear. If 
the discharge is very copious, twice a day would 
not be too often. 

I also found this drug very effective in the 
treatment of otomycosis, every case clearing up 
entirely in a reasonable time. In these cases I 
always cleaned the fungus growth out of the 
canal as thoroughly as posible by irrigating the 
canal with 
strength and plucking out pieces of the fungus 
mass with ear forceps. Then I dried the canal with 
a cotton swab. After this the silver picrate solu- 
tion was instilled into the canal and allowed to 
remain ten or fifteen minutes. The canal was then 
dried thoroughly with cotton applicators. The 
patient has this procedure repeated once daily at 


warm soda solution of moderate 
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home and returns to the office for my inspection 
and cleansing of the canal every second or third 
day. Usually in two to four such treatments at 
the office all visible fungus is gone. The patient 
is then instructed to continue the home treat- 
ments for a week or two to be sure all fungus is 
eradicated, 

It is very important in such cases to dry the 
canal thoroughly after the silver picrate has re- 
mained in the canal ten to fifteen minutes be- 
cause lack of moisture makes the growth of 
fungus slow or impossible, while moisture favors 
its growth. 

1 have not had a failure in this treatment for 
otomycosis. 

This makes the results in the treatment of 
chronic and acute otitis media and otomycosis 
with silver picrate one hundred per cent. good 
to date. By this I mean complete cessation of 
the discharge and complete closure of the per- 
foration in the tympanic membrane in every 
case of chronic and acute otitis media, and dis- 
appearance of the fungus growth in every case 
of otomycosis. I do not consider the results in 
this small series of cases of chronic ctitis media 
representative in a final way, for many more 
cases would have to be followed to get a truly 
representative evaluation of the merits of this 
treatment. However, I do believe that the results 
are very noteworthy and should lead anyone, 
even the most critical or skeptical, to try this 
drug further in the cases wherein the tympanic 
membrane has ruptured spontaneously or has 
been incised. 

CONCLUSIONS 

1. Silver picrate may prove to be the most 
satisfactory antiseptic we have had to date for 
treatment of otitis media with an open tympanic 
membrane. 

2. It seems from these few cases that we may 
hold a reasonable hope of getting a complete 
closure of the tympanic membrane even when 
the perforation has been present for years. 

3. It follows that we may also hope to im- 
prove the patient’s hearing, for this is the usual 
result of cessation of discharge and complete 
closure of the perforation of the drum. 

4. Silver picrate as used in my cases is an 
entirely satisfactory treatment for otomycosis. 
4753 Broadway. 
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PSYCHOSES IN CHILDREN 
IRENE C. SHERMAN, M. D., Ph.D. 
CHICAGO 


Although it has been estimated that one out 
of every 22 persons becomes a patient in a hos- 
pital for mental diseases in a generation, and 
that the chances of a white individual fifteen 
years old contracting a psychosis or a severe 
incapacitating neurosis during a lifetime are 
somewhere near one in ten, the number of chil- 
dren who become psychotic is relatively small. 
There is, however, a great need for some stan- 
dardization of ideas as to what constitutes a 
psychosis in a child, 

In discussing psychoses, whether in child or 
adult, it is necessary to define clearly what is 
meant by a psychosis. It may be regarded as 
a disorder involving the adjustment of the body 
as a whole to the environment, due to a dis- 
turbance in the integrating mechanisms of the 
body. For years the origin of this disturbance 
was looked for in the central nervous system. 
But recently, as a result of the successful use of 
such drugs as insulin and metrazol, which are 
known to affect the autonomic nervous system, 
we are becoming increasingly aware that the 
integrating mechanism primarily involved in 
the psychoses is most likely the autonomic ner- 
vous system, which coordinates the internal 
workings of the body. When these are disturbed 
a condition of disequilibrium is produced, which 
prevents the individual from responding as a 
unified organism to his environment. 

When the psychosis sets in, what we observe 
essentially is a disturbance of behavior. In chil- 
dren it is particularly difficult to distinguish be- 
tween behavior problems and definite mental 
abnormalities, that is, between personality diffi- 
culties and personality disorganization. When 
we speak loosely of disorganized behavior of 
children we may be referring to some simple 
emotional disturbance, to delinquent acts, to 
neurotic behavior, or to mental abnormality. 

When a child develops a psychosis, the way the 
illness expresses itself will depend upon the char- 
acteristics he has developed, and this necessarily 
differs according to his age and experiences. He 
is less complex and less rigid than the adult. 


Associate in Psychiatry, University of Illinois, College of 
Medicine, Chicago. 

Presented at meeting of Chicago Council of Medical Women, 
June 8, 1938. 
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His characteristics are necessarily limited by the 
extent of his physical growth and his emotional 
responses, and the restrictions of a fairly uni- 


jorm environment, Yet even young infants 
show individual characteristics of behavior in 


their responses to such routine as feeding, bath- 
ing and other care, although these responses be- 
come fairly habitual quite early in life. As the 
child begins to adjust to more persons and cir- 
cumstances his general method of response be- 
comes more typical. By the age of two, differ- 
ences are evident in the types of behavior chil- 
dren resort to most consistently; for example, 
one is resentful when thwarted, one is aggres- 
sive, and one runs away from a difficult situa- 
tion. These personality characteristics soon be- 
come habitual responses which grow more and 
more permanent as they are repeated, until 
finally the typical adult personality evolves. 
The emotions in the child are less inhibited 
and controlled than those of the adult, and their 
relation to his behavior is more obvious. When 
an egocentric child, for example, no longer is 
the center of attention he may withdraw from 
social contacts. This may be referred to as a 
schizoid tendency. Or, he may develop an idea 
that others are unfair to him, and if such an 
idea expands and becomes exaggerated, it may 
be the basis of a definite paranoid tendency later 
on. Again, a child may show outbursts of anger 
because he is unwilling to give up satisfactions, 
and such outbursts are often among the early 
manifestations of abnormality in children, ex- 
pressing themselves in violence and destruction. 
Due to our limited knowledge of the etiology 
and pathology of some of the mental diseases, 
our classifications of psychoses are necessarily 
terms which merely characterize the symptom 
picture and often tell us nothing of the illness 
itself. As to these classifications, instances of 
most of them have been found in children. From 
statistical studies now available it appears that 
schizophrenia is the most common psychosis in 
children. Lurie* in a review of one thousand 
problem children studied at the Cincinnati Guid- 
ance Home, found that twenty, that is, two per 
cent., were psychotic, and of these twenty, thir- 
teen were classified as schizophrenic. Kasanin 
and Kaufman? selected the children under six- 
teen who were admitted to the Boston Psycho- 
pathic Hospital during 1923-1925. Of a total 


admission of about 6000, 160 were children 
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under sixteen, that is, 2.7%. Of the 160 cases, 
65 were classified as psychotic, and of this group, 
21 were regarded as schizophrenic, 13 had 
encephalitis, seven psychosis with psychopathic 
personality, and four manic-depressive psychosis, 
all in the manic phase. The remaining twenty 
were variously classified into seven miscellaneous 
groups. , 

At the Psychiatric Institute of the University 
of Illinois, in a total admission of about 700 
in the last seven years, 26 were under 16. Of 
these, 14 or two per cent. were classified as 
psychotic, the group including six instances of 
schizophrenia, three of feeblemindedness with 
psychosis, two of manic-depressive psychosis, two 
unclassified, and one with an acute psychotic 
episode, 

Regarding the illness known as schizophrenia 
or dementia praecox, it was considered by Krae- 
pelin to be a definite disease entity, labeled prae- 
cox because it presumably had its onset during 
adolescence, and dementia because there was a 
tendency to mental deterioration. Today we 
realize that this condition can have its onset at 
an age beyond adolescence, and that dementia, 
in the sense of an intellectual loss, does not 
occur. Rather, there is an emotional loss, a loss 
of interest and initiative, and an avoidance of 
active competition, all of which can better be 
labeled a deterioration rather than a true de- 
mentia, such as occurs in senility, in severe 
cerebral arteriosclerosis or general paresis. 

Some writers have described cases of schizo- 
phrenia having their onset as early as the fourth 
year, but most cases occur during and after 
pubescence. Of the early childhood schizophren- 
ias, the catatonic and hebephrenic types are most 
common. The catatonic types are sometimes 
seen during the acute infections or intoxications 
and are characterized by waxy flexibility, incon- 
tinence, mutism and apathy. 

The hebephrenic type often has its beginning 
in childhood, with queer, distorted behavior 
which may cause the child to be brought to a 
child guidance clinic. Of 62 children with severe 
behavior problems studied over a period of 
months as resident pupils in an Orthogenic 
school, 15 were classified as schizophrenic. The 
histories of the development of this condition 
and the results of examinations showed many 
divergent backgrounds and symptoms. There 
were, however, a number of common character- 
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istics. ‘The children in general had average in- 
telligence, and did not show any deterioration of 
intelligence. They all had difficulty with school 
work, however, most of them doing poor work 
in spite of good intelligence. Most of them were 
seclusive, had few friends, and tended to find 
fault with other children. All of them showed 
various degrees of mental blocking by their 
inability to follow directions, their frequent 
appearance of daydreaming in the midst of 
activity, and their inabiity at times to respond 
verbally to questions. 

Going back into the early histories of these 
children, and the reasons for their referral to 
a special school, it was found that they had had 
increasing difficulties at home and at school, 
were disobedient, failed to cooperate in routine 
family affairs, and were considered queer or 
abnormal by others. Often they fought with 
other children or complained that others teased 
them, and were irritable, destructive and irre- 
sponsible. 

In no case was there any gross physical abnor- 
mality, except for low basal metabolic rates in 
three instances. 

The emotional behavior of these children could 
be generally grouped into two types, the emo- 
tionally indifferent and the emotionally disor- 
ganized. Four of the fifteen cases were charac- 
terized as quiet, unassuming, indifferent and 
emotionally unresponsive. When frustrated they 
tended to retreat or take refuge in the protection 
of adults. They rarely responded with enthusi- 
asm and could not be motivated to carry on the 
usual activities. The remaining eleven children, 
regarded as emotionally disorganized, showed 
periods of excitement and of anxiety. At times 
their excitement was accompanied by destructive 
behavior. School difficulties arose especially be- 
cause of their irritability, quarrelsomeness and 
fighting. This aggressiveness, however, was 
never directed toward any cooperative group 
activities, although a number of the children 
appeared to be very ambitious in the sense that 
they attempted to be creative in solitary interests 
such as writing, drawing or in developing inven- 
tions. Some of them utilized all of their leisure 
time in writing plays or as they termed it, 
creating ideas for the future. 

Manneristic behavior similar to that seen in 
adult schizophrenic patients was commonly 
shown by these children. One boy often arose 
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suddenly and walked around the room, or sud- 
denly and without provocation struck another 
child. One girl of seven was observed to kneel 
suddenly and remain in that position for some 
time. 

None of these children expressed any hallu- 
cinations, although children with schizophrenia 
at times have hallucinations which are relatively 
simple. According to Mandel Sherman and 
Bert Beverly* in an article published in 1924, 
when hallucinations do occur in children they 
reveal a clear-cut sequence of development, pass- 
ing through stages of indefinite to definite, unac- 
ceptable to acceptable, doubtful to positive. 
Usually at the beginning they were obvious 
efforts at compensation. One boy of fourteen had 
been subject to violent emotional outbreaks and 
fighting with other boys. He was larger than 
the other children in his school room, and 
seemed worried about it. He complained that he 
felt something moving in his head and body, 
and said that after fighting his head felt better. 
He complained of having to argue with himself 
about being good and being bad, and whether he 
should fight. Later he saw persons on each side 
of him, one saying, “be good,” one, “be bad.” 
At first he reacted with anger to the hallucina- 
tions, then gradually accepted them as explana- 
tion of his difficulties and justification of his 
behavior. This type of hallucination probably 
represents a beginning dissociation of the mental 
activities, or what is commonly referred to as a 
splitting of the personality. 

Such hallucinatory disorders illustrate the 
fact that the psychosis is primarily an af- 
fective or emotional upset, which secondarily 
affects the patient’s thinking, which itself is 
not disturbed. That psychoses are primarily 
emotional is seen perhaps more clearly in chil- 
dren than adults. They may appear to day- 
dream in the classroom ; they lack ability to con- 
centrate, lose confidence in themselves, and seem 
to be in a kind of daze, but when questioned may 
merely say that they feel “nervous,” that they 
cannot sleep well, and so on. As the condition 
progresses there may be periods when they do 
not seem to comprehend what is said and cannot 
recall what they have learned. Out of this be- 
wilderment may develop a delusional system 
which serves as some sort of escape from diffi- 
culties. 

In these dissociative conditions language dis- 
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orders are not infrequent, although the peculi- 
arities of speech, such as occur in adult 
psychoses, are not clearly shown by children. 
Perhaps the one disturbance shown most often 
is that of blocking of speech. In the midst of 
conversation, they may stop speaking, and then 
begin to memtion some irrevelant topic. Ad- 
dressing oneself as though addressing another 
person also may occur. One boy of twelve 
seemed disoriented at home and frequently 
wandered away from his classroom. He was un- 
social, accused others of interfering with him, 
and preferred to read or play solitray games 
rather than take part in group activities. On a 
number of occasions he was observed talking to 
himself while playing checkers alone, speaking as 
though his right hand represented himself and 
his left hand another person. At times he made a 
move and said londly. “Burton, a swell move, 
you'll win the game.” This addressing oneself as 
though speaking to someone else, like referring 
to oneself in the third person, is common in 
children about the age of three or four, but 
when it occurs as late as twelve, is probably indi- 
cative of lack of good integration of the per- 
sonality. 

This same boy also tended to elaborate his 
responses in great detail when asked a question. 
He was asked, for example, how many hours he 
spent in the classroom each day, and after some 
deliberation replied, “Nine to twelve, and 
twenty-five minutes for recess. Then one to three 
and ten minutes for the toilet. Altogether my 
answer would be about three hundred minutes.” 
His speech also showed evidence of difficulty in 
the use of concepts. Once when he was weigh- 
ing himself he asked, “Is this right, am I sixty 
pounds tall?” When told height was measured 
in feet and inches, he said, “Well, I am growing 


| all the time, so I can be any height.” 


Another characteristic change that occurs in 


schizophrenia is in the mood or affect. At first 





glance this illness might not seem clearly to be 
a mood disturbance, and yet in most schizo- 
phrenic patients the loss of feeling is obviously 
present, together with an incongruity between 
the expression of affect and the mental contents. 

Mood is a state of the body, dependent upon 
a shift in the visceral activities away from 
equilibrium. In the manic-depressive type of 
psychosis these shifts of vegetative function 
which express themselves as swings of mood are 
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outstanding and clear-cut. In normal children, 
as in normal adults, variations in mood occur, 
but they are never extreme as in psychotic 
patients. Some children show rather consistently 
a push of activity comparable to thé hypomanic 
state, but normal children with persistently 
downward swings of mood in the direction of 
depression have not been described to my knowl- 
edge. 

The manic-depressive type of psychosis is rare 
before the fifteenth year, although manic-like 
symptoms may occur earlier, in chorea, in de- 
lirium, and in advanced stages of tuberculosis. 
Kasanin and Kaufman, as mentioned previously, 
found among about 6,000 patients admitted to 
the Boston Psychopathic Hospital between 1923- 
1925 only four cases of manic-depressive 
psychosis which developed before 16 and these 
four had their onset after 14. 

Both manic and depressive states have been 
described in connection with acute epidemic en- 
cephalitis. Rhein and Ebaugh* observed seven 
cases of this type at the Neuropsychiatric Clinic 
of the Philadelphia General Hospital, in chil- 
dren from eight to fourteen. Some were in the 
acute state of the illness and others had had 
the disease from six months to years prior to 
the onset of the mental symptoms. In the group, 
suicidal attempts were frequent, were nocturnal 
and appeared related to states of agitated in- 
somnia rather than to any ideas of self-condem- 
nation so common in adult depressions. The 
depressions of these children tended to be tran- 
sient and not infrequently were associated with 
a delirious condition. 

There is considerable question as to what type 
of psychosis an individual is likely to develop 
if he breaks down. Attempts have been made 
by questionnaire methods and interviews to de- 
termine whether an individual who becomes 
schizophrenic was as a child a different type of 
personality from one who becomes manic- 
depressive. Landis® by the use of the question- 
naire method, concluded that these two groups 
were not essentially different in their charac- 
teristics. Specifically, he found that there was 
little difference in the number of schizophrenic 
traits reported by the two types of patients. He 
recognized, however, the unreliability of the 
questionnaire method. Bowman® in a more 
recent study, utilized the interview method, in- 
terviewing relatives and friends of hospitalized 
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adult patients to obtain a description of their 
early personality characteristics. ‘Then he com- 
pared the results with those of a normal control 
group, and found that the pre-psychotic child, 
regardless .of the type of psychosis he develops 
later, tends to be a model child, to have few 
friends, to indulge in solitary amusements, to 
be a follower, close-mouthed and uncommuni- 
cative, to bear pain less well than the normal, 
to be self-assertive, to have less initiative than 
the normal, and to be very ambitious. Compar- 
ing the pre-psychotic personalities of the group 
who became schizophrenic with the group who 
became manic-depressive, he showed that both 
groups have the same percentage of model chil- 
dren, which means that the very good child who 
never gets into mischief does not necessarily 
become schizoid or shut-in later when he breaks 
down, but may just as likely develop a manic- 
depressive type of psychosis. Bowman found, 
however, that the group developing a manic- 
depressive disorder had more friends, indulged 
more in recreation with others, and tended more 
to be leaders than did the schizophrenic group. 
The difference in 
sitivity or self-estimates, but the manic-depres- 
sive group had been more sympathetic, day- 
dreamed less, were less absent-minded, had a 
greater energy output, more initiative and a 


slightly higher work ability than the schizo- 


showed no sen- 


two groups 


phrenic group. 

Such studies as these illustrate the fact that 
the way a psychosis expresses itself, that is, the 
symptom picture, depends upon the type of 
person who is ill. Recent studies of adults show 
this clearly, that the individual symptoms are 
more closely related to the cultural and experi- 
ential background than to the existing intrinsic 
disturbance. 

30 N. Michigan Ave. 
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A RESUME OF SULFANILAMIDE TREAT- 
MENT OF PERITONSILLAR ABSCESS 
With a report of two cases combined with 

non-specific protein therapy. 
BENJAMIN SONENSCHEIN, M. D. 
MARTINSVILLE, ILLINOIS 

Sulfanilamide and its derivatives have been 
used for streptococcie infections of the tonsils 
and pharynx for the past four years with varying 
results. Its reported use in the treatment of 
peritonsillar abscess for that period, however, 
has been meager. 

The author’s practice covers rural districts 
Where the average patient is twenty-two to 
thirty-two miles from the nearest hospital, and 
where home sanitation in most instances is 
neither inducive to nor encouraging for home 
surgical procedures, minor or major. Nursing 
technique by members of the family or neigh- 
bors, is likewise quite deficient in efficieney— 
and hence, surgical methods, unless absolutely 
essential, are strictly avoided in the home. The 
success of any medical therapy over surgical 
interference where the latter is commonly used, 
is therefore welcomed and appreciated by physi- 
cian and patient alike, 

The writer desires to present two cases of 
peritonsillar abscess, in which, combined with 
the partial use of non-specific protein, sulfanila- 
mide therapy produced dramatic results without 
resorting to any surgery usually required in such 
conditions. 

The literature on sulfanilamide and 
specific therapy is so voluminous that the author 
shall not attempt to review the publications on 
these two agents, and instead shall briefly limit 
the discussion to its elemental phases. It is 
sufficient to state that sulfanilamide has demon, 
strated bacteriostatic and bacteriocidal action 
against strains of streptococcus (particularly the 
hemolytic group) in vitro, vivo, and animal 
experimentation’. Some workers, as Domagk’ 
and Bliss* believe phagocytosis produced by 
sulfanilamide also accounts for the disappear- 
ance of the streptococci. 

Non-specific therapy in its various forms as 
boiled milk, typhoid fever vaccine, and commer- 
cial preparations such as omnadin, lactogen, 
proteolac, ete., has been used with favorable 


non- 


The author wishes to acknowledge the assistance of Mary C. 
Sonenschein, R. N., in the preparation of this paper. 
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results in various infectious diseases for years. 
By introducing a foreign protein into the body, 
the production of antibodies is stimulated, which 
in turn, act upon the invading bacteria in pre- 
paring them for ingestion by phagocytes. Omna- 
din* was used in these two cases. 

A review of the available literature (obtained 
from the library of the American Medical As- 
sociation) on the use of sulfanilamide specifically 
for peritonsillar abscesses reveals a comparative 
paucity of reports—considering the popularity 
of the drug during the past few yeas. MeIntosh® 
wrote of one case in which the use of sulfanila- 
mide had the clinical 
course, incision becoming necessary. Long and 
Bliss* in a classical report on sulfanilamide 
therapy and its derivatives, listed five cases of 
peritonsillar infections as “treated and cured.” 
They used sulfanilamide pure (as para-amino- 
benzene-sulfonamide tablets), prontosil 2.5% 
solution, prontosil tablets, and prontylin tablets, 


no noticeable effect on 


Harvey and Janeway’ commenced using sul- 
fanilamide subcutaneously and orally with sur- 
gical intervention. However, the appearance of 
an acute hemolytic anemia due to the sulfanila- 
mide forced them to discontinue treatment with 
the drug. 

Hubert and Leroux® of France reported the 
most complete series of peritonsillar abscess 
treated with a sulfanilamide derivative (pron- 
tosil). Cultures from the all 
proved the existence of hemolytic streptococci. 
Twenty-two cases were reported, the patients 
being all adults and of both sexes. All were 
treated with sulfanilamide at first, the earliest 
case being seen in 1935. Sixteen cases (ten 
unilateral and six bilateral abscessed areas) were 
cured without interference, the 
time of cure ranging from three to four days 
to a maximum of twelve days. Six cases, de- 
spite improvement with the sulfanilamide de- 
rivative, had to be incised before cure was 
obtained. 

Two cases of peritonsillar abscess, treated with 
combined sulfanilamide and non-specific protein 
therapy, are presented. Due to the mentioned 
distance from hospital laboratory facilities, no 
bacteriological or hematological studies could 
be made. 

Case 1; white male, aged 25 years, laborer; first 
seen at his home on Sept. 8th. He had complained 
of a sore throat and fever since Sept. 6th, and had 
been incapacitated from work since then, Previous 


diseased tissues 


any surgical 
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treatment by another physician consisting of a gargle 
and “cold tablets” had not produced any amelioration 
of symptoms. When first seen by the writer, the 
patient presented the following symptoms: sore throat, 
“aching pains all over the body” (so bad that the 
patient would first lie on the floor and then on the bed 
vainly seeking relief); pain on talking or swallowing, 
with inability to swallow any solid foods or thick 
liquids (as malted milks); loss of appetite; severe 
weakness, and, “hot and cold spells.” 

The objective findings were: temperature 102 de- 
grees F. (oral); pulse 90; respiration 24; generalized 
perspiration was profuse. Edema and tenderness along 
the left lower jaw with bilateral cervical and axillary 
adenopathy were present. The rhinitic picture was that 
(mucopurulent nasal discharge, 


of an acute rhinitis 


nasal congestion and inflammation, and moderate lower 
and mid-turbinate hypertrophy). Examination of the 
oral cavity revealed large, bilateral, supratonsillar 
fluctations, extending upward behind the anterior pil- 
lars, and centrally towards the uvula. There was, 
consequently, considerable narrowing of the pharyngeal 
orifice, explaining the difficulty in swallowing any- 
thing but the simplest of liquids. Edema and inflam- 
mation of the uvula and the pharynx also existed. A 
thick, creamy-yellowish material oozed from several 
areas of the supratonsillar masses and the tonsillar 
crypts. The mouth was filled with a thin, colorless but 
tenacious salivary, secretion. 

A diagnosis of bilateral peritonsillar abscess was 
made and treatment instituted as follows: 

(a) General and supportive measures; alcohol spong- 
ing, pushing fluids and fruit juices, non-fatty clear 
soups, broths, etc., and enemata. 

(b) Omnadin, 2 cc intramuscularly. 

(c) Sodium bicarbonate, one-fourth teaspoonful twice 
daily as long as sulfanilamide was being taken. 

(d) Sulfanilamide tablets (crushed at first to facili- 
tate swallowing), two five-grain tablets at three-hour 
intervals twice that night (total dose for the evening, 
20 grains). 

(e) Ung. iodi denigrescens, N.F.V., for the lym- 
phatic adenopathy, applied locally. 

Sept. 9th: Home visit; temperature 100.4 degrees 
(oral), pulse 86, respiration 20, perspiration not so 
profuse. The patient complained less all around. He 
felt more comfortable, and while still unable to swal- 
low anything but sugared water, mixed fruit juices and 
soups, experienced less discomfort when attempting 
to swallow. The abscess appeared to have diminished 
in size, and greater amounts of pus oozed out. The 
patient stated he could “spit out” more “corruption,” 
and with greater ease. Treatment for that day con- 
sisted of another two cc of omnadin intramuscularly, 
and a total daily dose of sulfanilamide of fifty-five 
grains; spaced at three-hour intervals in five to ten- 
grain individual doses. 

Sept. 10th: The patient forwarded a message that he 
felt “so much better,” and requested the home visit for 
that day dispensed with. However, he was directed to 
take forty-five (45) grains of sulfanilamide as the total 
dosage for the day, in suitable, divided doses. 
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Sept. 11th: The patient surprised me by walking 
into the office on this day. A spontaneous rupture of 
both abscesses had occurred the evening of the tenth, 
and the patient stated he had “spit out big gobs of 
rotten stuff.” His pulse rate was 76 per minute and 
regular; the temperature (oral) 99 degrees F.; the 
respiration 18. His aches and pains were slight, and 
his perspiration had disappeared. He felt hungry for 
food the first time since the eighth, and had already 
partaken of a fairly substantial, solid meal, with no 
trouble in swallowing. Examination revealed a marked 
diminution in the size of the peritonsillar swellings, 
and pharyngeal edema and inflammation. Some puru- 
lent material still oozed from the involved areas, but 
the oozing was insignificant compared to the seepage 
seen three days ago. He felt well enough to remain 


out of bed. His daily dosage of sulfanilamide was 
thirty- grains. 
Sept. 12th: Office visit; his subjective symptoms, 


save for slight weakness were gone. Objectively, both 
tonsils showed a moderate hypertrophy with slight 
oozing of a creamy pus from the crypts. There were 
no signs of any supratonsillar tumefactions. Because 
of the tonsillar oozing, he was advised to take sul- 
fanilamide as follows: Sept. 12th, thirty grains total; 
Sept. 13th and 14th, 20 grains total daily dose; Sept. 
15 to 20th, one five-grain tablet three times daily. 

He was seen in the office Sept. 21st, and the pharyn- 
geal and tonsillar conditions were completely cured. 
Incidentally, the patient had been working again since 
the 15th of September. An added note of interest 
was that previous similar attacks throughout the past 
three years had invalided the patient from two to four 
weeks, 

Case 2: White male, aged 28 years, gasoline sta- 
tion worker. He came into the office Sept. 19th, com- 
plaining of a sore throat and neck, and feeling “chilly 
and feverish at the same time.” The findings in this 
case were: pulse 86 beats per minute; temperature 
(oral) 100.8 degrees F.; respiration 20 per minute. 
Examination of the mouth revealed an angry-red 
pharynx, hypertrophied cryptic tonsils, and_ bilateral 
tonsillar tumefactions, from which oozed thin, creamy, 
purulent material. Cervical adenopathy was present 
on both sides. The diagnosis of a bilateral peritonsil- 
lar abscess with associated pharyngitis was made. The 
treatment consisted of: 

(1) Rest in bed. 

(2) General supportive measures as alcohol body 
rubs, light diet, pushing of fluids and fruit juices. 

(3) Ung. iodi denegrescens, N.F.V., topically for the 
cervical adenopathy. 

(4) Omandin, two cc intramuscularly. 

(5) Sulfanilamide tablets, daily total being 55 grains, 
in suitable divided doses. The usual instructions were 
given as to abstaining from any other medication and 
cathartics, as well as taking one-fourth teaspoonful of 
sodium bicarbonate twice daily. 

Sept. 20th: Office visit: The soreness of throat 
and neck had decreased considerably. The temperature 
(oral) was 100 degrees F., and the pulse 80 beats 
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per minute. The pharyngitis was less, the peritonsillar 
tumefaction smaller in size, and greater drainage of 
a greenish-cheesy pus was evident. The cervical 
adenitis was about the same as the day before. He 
was given another two cc of omnadin intramuscularly, 
and that total daily dose was set at fifty grains. 

Sept. 21st: The throat and neck discomfort was 
slight; the pulse 80 beats per minute, temperature 
(oral) 99 degrees F., respiration 18 per minute. The 
peritonsillar tumefaction, as well as the pharyngitis, 
had practically disappeared. A slight amount of puru- 
lent material could still be seen oozing from the tonsil- 
lar crypts. The cervical adenopathy was barely pal- 
pable. The sulfanilamide dose for the day was forty 
grains. 

Sept. 22nd: The pulse, temperature, and respira- 
tion were entirely normal. The cervical adenopathy 
was extremely slight. The pharynx showed no signs 
of inflammation, and there were no visible evidences 
of the abscesses. The tonsils, while normal in size, 
exuded a slight amount of mucopurulent material. The 
patient expressed a desire to return to work, and did 
so on the twenty-third. Meanwhile, the sulfanilamide 
was continued as follows: Sept. 22nd, 40 grains to- 
tal daily dosage; Sept. 23-25th, 30 grains total daily 
dosage; Sept. 26th and 27th, 20 grains total daily dos- 
age; Sept. 27th to 30th, a maintainance dose of one 
five-grain tablet thrice daily. A two cc intramuscular 
injection of omnadin was given on the 22nd to hasten 
the recovery. 

The patient was seen the twenty-fifth of September, 
and the general and local (oral) examinations were 
entirely negative. 

COMMENTS 

While the non-specific protein (omnadin in 
these instances) aided a great deal, the author, 
in the light of his past experiences with omnadin 
alone in peritonsillar abscesses, believes the 
sulfanilamide principally responsible for the 
rapid cures produced in the two cases. It is 
felt that the combination has a therapeutic 
synegism which makes such a combination more 
effective than the use of either agent alone. It 
must be also emphasized that, where the abscess 
is producing severe constitutional and occluding 
reactions, proper incision is perhaps the wiser 
and emergency choice. 

Of the author’s two cases of bilateral peri- 
tonsillar abscess, one burst spontaneously, fol- 
lowed by an almost immediate cure. The second 
case retrogressed from the abscessed and asso- 
ciated conditions to normalcy without any rup- 
ture. The time of cure in one case (referring 
only to the abscess itself) was five days, and in 
the second case four days. 

CONCLUSIONS 


(1) <A résumé of the available reported cases 
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of treatment of peritonsillar abscess with sul- 
fanilamide and its derivatives is given. 

(2) ‘Two cases of peritonsillar abscess treated 
with combined sulfanilamide and non-specific 
protein is presented, obtaining cure in four to 
five days without any surgical interference. 
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CRANIAL NERVE DISTURBANCES DUE 
TO ARTERIOSCLEROSIS OF THE 
INTRACRANIAL ARTERIES 


Roy R. Grinker, M. D., and 
JosePH Retcu, M. D. 
CHICAGO 


The attention of one of us' was attracted 
to disturbance of the functions of one or more 
of the ocular motor nerves in patients with 
diabetes and evidences of cerebral arteriosclero- 
sis at a time when acute epidemic encephalitis 
was still prevalent. Signs of ptosis and diplopia 
were the source of confusion with that disease 
but subsequent investigation showed that no 
other evidence of encephalitis was present, the 
general symptoms of infection were absent, the 
cerebrospinal fluid was not abnormal and the 
patients often completely recovered without the 
characteristic manifestations of chronic encepha- 
litis. Since then we have observed other patients 
with cerebral arteriosclerosis who showed in- 
volvement of one or more cranial nerves, fol- 
lowed the clinical course of some and examined 
the brains of a few. 

The majority of our patients were females, 
although men were not immune. They were all 
middle-aged or elderly individuals, some of 


From the Department of Neuropsychiatry of the Michael 
Reese Hospital, 
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whom had undergone therapy for diabetes or 
arteriosclerosis with or without hypertension but 
all were free from manifestations of other intra- 
cranial disease. The presence of diabetes was 
not invariable but signs of arteriosclerosis were 
found in all cases. 

The onset of the syndrome was usually sud- 
den, although a severe frontal headache often 
preceded for several hours or a day. Sometimes 
the patient awakened in the morning with the 
syndrome fully developed, or else the disturb- 
ance reached its height within a few hours and 
further progression was not observed. There 
was never any loss of consciousness, apoplecti- 
form or epileptiform seizures. 

Focal Clinical Findings: These depended 
upon the special cranial nerves involved, among 
which the most frequent were the oculomotor, 
abducens, optic, auditory, trochlear and trigemi- 
nal, in the order named. The disturbance was 
usually limited to one cranial nerve and rarely 
involved the homologous nerve of the opposite 
side except in the case of the auditory nerves and 
occasionally when both carotid arteries pressed 
against each lateral border of the optic chiasm. 

Involvement of the third or oculomotor cranial 
nerve manifested itself by ptosis of one upper 
eyelid and paralysis of the extrinsic muscles of 
the eyeball innervated by that nerve which ex- 
cludes only the external rectus and superior 
oblique muscles. The eye was pulled laterally 
due to unopposed action of the external rectus 
and movement away from this position was im- 
possible. The intrinsic ocular muscles of the 
iris were not always involved and then rarely 
completely. The pupil was often dilated but not 
maximally, and reacted poorly to light and in 
accommodation. Complete sparing of the pupil- 
lary fibers was not uncommon. The sixth or 
abducens nerve was also frequently affected, re- 
sulting in paralysis of the external rectus mus- 
cle. The patient could not pull the eye exter- 
nally beyond the midline in the horizontal 
Involvement of the fourth or troch- 
It resulted in 


position. 
lear nerve was seen only once. 
paralysis of the superior oblique muscle and 
inability to pull the eyeball down and out. In- 
volvement of each of these three ocular nerves 
produced diplopia which was characteristic for 
that cranial nerve and indicated the specific 
location of the lesion. In addition, third nerve 











454 


lesions caused a characteristic ptosis and pupil- 
lary dilatation. 

The optic nerve or optic chtasm was impli- 
cated next in frequency. Sudden loss of various 
portions of the visual fields was the presenting 
complaint. Careful 
revealed binasal or peculiar horizontal hemi- 
anopsia, or monocular sector defects but never 
a homonymous hemianopsia. The field defects 
were not accompanied by changes in visual 
acuity, disturbances in the appearance of the 
optic nerve head or pupillary abnormalities. No 


evidences of parasellar neoplasms were found. 


perimetric determination 


The eighth or acoustic nerve was very fre- 
quently involved either singly, in conjunction 
with another cranial nerve or with frank signs 
of diffuse cerebral arteriosclerosis. The disturb- 
ances of the acoustic nerve consisted of extremely 
disagreeable subjective noises within the head, 
synchronous with the pulse and in the form of 
rhythmical sounds of escaping jets of steam, 
pounding of riveting intensity, whistling or dull 
booming. Each patient had his personal vividly 
descriptive phrase. The noise varied consider- 
ably with posture; usually when lying down the 
noise reached its greatest intensity so that sleep 
was badly disturbed. Some patients complained 
that the symptoms became worse in the upright 
posture or upon turning the head to the side 
implicated. There was often a bilateral involve- 
ment so that subjective noises were heard as if 
coming from both ears. Some diminution of 
hearing was not uncommon. 

The vestibular branch of the eighth nerve 
when implicated produced dizziness or even ver- 
tigo, with marked subjective symptoms of nau- 
sea, vomiting, past pointing and objectively 
demonstrable nystagmus. These symptoms are 
not to be confused with the transient dizzy spells 
on change of posture in persons with diffuse 
cerebral arteriosclerosis. In our patients the 
attack developed the intensity of a moderate 
labyrinthine disturbance, persisted with con- 
tinuous disturbance for a few weeks and then 
completely or almost completely disappeared. 
Tests of labyrinthine function often showed 
a hyper-irritable labyrinth. 

The fifth or trigeminal nerve has been in- 
volved only occasionally in our experience. We 
have seen no disturbance of the motor division 
but the sensory division has been implicated as 
manifested by pain in the face in one or all divi- 
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sions but usually the first division alone. The 
pain occurred within the distribution affected by 
tic douloureux but the severity was less and it 
was constant rather than paroxysmal. In one 
case objective decrease in sense of touch and 
pain was found over the facial area innervated 
by the fifth nerve. 

We 
olfactory, facial, glossopharyngeal, vagus, acces- 
sory or hypoglossal nerves. We have sometimes 
suspected that unilateral atrophy of the tongue 
might be due to pressure involvement of the 
hypoglossal nerve rather than to an intramedul- 


have not observed involvement of the 


lary softening, but have no proof. It is possible 
that glossopharyngeal neuralgia and also tri- 
geminal neuralgia may be due to vascular dis- 
turbances and thus belong to the category of 
disturbances herein described but as yet there is 
no definite evidence. 

(reneral Clinical Findings: The great ma- 
jority of patients were diabetics but belonging 
to that group complicated by arteriosclerosis. 
Patients with no sign of diabetes have been seen 
with the same clinical syndrome. Signs of peri- 
pheral arteriosclerosis were usually present. 
Retinal arteriosclerosis with tortuous retinal ves- 
sels, nicking of veins by the hardened arteries 
and changes in the choroid or retina itself were 
frequent ophthalmoscopic findings. Hyperten- 
sion and renal disturbances were sometimes ob- 
served in varying degrees. 

Laboratory Findings: These were usually 
minimal. Roentgen-ray examinations revealed 
only occasionally a calcified internal carotid 
where involvement of the chiasm had been clin- 
No other intracranial vessel has 
been visible. Spinal puncture revealed a clear 
fluid, often under slightly increased tension but 
normal in its constituents. Tests for blood cells 
and blood pigment were negative. 

Clinical Course: In most cases the condition 
gradually improved and in a few weeks’ time 
the disturbance entirely receded. There are ex- 
ceptions to this statement. Some patients did 
not improve at all and remained permanently 
with diplopia and ptosis. In others recovery 
was only partial. Involvement of the optic 
chiasm and auditory nerves was often perma- 
nent. Vestibular and trigeminal disturbances 
usually completely receded whereas improvement 
in the function of the ocular nerves was variable. 

Diagnosis: Several years ago we saw several 
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cases of oculomotor paralysis after a diagnosis 
of epidemic encephalitis had been made. No evi- 
dence of this disease could be found in our 
cases nor were the course and sequelae charac- 
teristic. Diabetic neuritis implicating the cranial 
nerves in a manner similar to diabetic peripheral 
neuritis may be considered but it is generally 
accepted that diabetic neuritis in elderly indi- 
viduals is in reality an arteriosclerotic involve- 
ment of the peripheral nerves and that in 
younger individuals it is frequently due to 
avitaminosis. No concomitant symptoms of 
somatic nerve involvement have been observed 
; Furthermore, the syndromes described 
are found in non-diabetic arteriosclerotics. 
Aneurysms of the circle of Willis or its branches 


by us. 


oceur in individuals and implicate 


neighboring cranial nerves, especially those in 
the neighborhood of the internal carotid, middle 


younger 


cerebral and anterior communicating artery. 
These aneurysms produce focal signs referable 
to the second, third, fourth and sixth, as well 
as the sympathetic fibers, and frequently rupture 
to produce massive subarachnoid — bleeding. 
These aneurysms are not arteriosclerotic but due 
to congenital atresias in the media and appear 
in young individuals without signs of cerebral 
arteriosclerosis. 

Small amounts of bleeding from atheromatous 
plaques may possibly cause symptoms referable 
to various cranial nerves. However, we have 
never found gross or microscopic or chemical 
evidence of blood in the cerebrospinal fluid in 
our cases. 

We feel that we are dealing with arterio- 
sclerotic vessels which press upon and partially 
destroy or produce a temporary edema in the 
The nerve 
may be stretched or so compressed that many of 
its fibers are destroved. The suddenness is prob- 
ably due to the development of a new atheroma- 
tous plaque, a new degeneration of the media to 
form a small atheromatous excrescence. Winter- 
nitz, Thomas and Le Compte? have described 
changes in the vasa vasorum in arteriosclerosis 
resulting in infiltration; hemorrhage or throm- 
bosis within the vessel wall. Any of these reac- 
tions may result in local gross increase in size 
of the blood vessel. The initial enlargement of 
the artery may recede due to organization and 
contraction or calcification, or the initial edema 


of the nerve recedes and the fibers accommodate 


eranial nerves over which they pass. 
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themselves to stretching. Certainly in not all 
cases is the lesion permanent. 

Necropsy: \n a few cases observation of the 
brain at postmortem has revealed an indentation 
of the third or sixth cranial nerves by sclerotic 
posterior cerebral and superior cerebellar arteries 
The the 
artery into the structure of the nerves was shown 
microscopically to have compressed many fibers 


respectively. gross indentations of 


and destroyed those in immediate contact. 

In the literature no cognizance of arterio- 
sclerotic nerves is 
taken except for certain special nerves. That 
the internal carotid and anterior cerebral arieries 


involvement of the cranial 


may cause lesions of the optic nerve and chiasm 
when arteriosclerotic or calcified is recognized in 
the ophthalmological literature.* * Dandy*® main- 
tains that paroxysmal vertigo and increasing 
deafness known as Meniere’s syndrome is due to 
pressure on the eighth nerve and strangulation 
by an aberrant anterior inferior cerebellar artery. 
It has long been suspected that cerebral arterio- 
sclerosis has something to do with the syndrome 
of trigeminal neuralgia. However, the most 
frequent occurrence of involvement of the third 
and sixth cranial nerves in cerebral arterio- 
sclerosis has passed relatively unnoticed. Only 
Oppenheim® stated that arteriosclerosis of the 
basal cerebral vessels can lead to a compression 
of the oculomotor nerves either directly or 
through tortuosity of the main artery in crush- 
ing and constriction of the nerves which lie over 
them. He described paralysis of the trochlear 
nerve associated with intermittent claudication. 
Grinker’ called attention to involvement of the 
third, sixth and fifth cranial nerves in arterio- 
sclerotics and hypothecated minute bleeding 
from atheromatous ulcers, but absence of signs 
of blood in the cerebrospinal fluid and later 
necropsy findings of direct presssure of arterio- 
sclerotic vessels on the nerves without bleeding 
indicate that hemorrhage is not the mechanism 
at work. 

The meager literature on arteriosclerotic 
pressure of cranial nerves within the skull does 
not reflect the frequency of the condition. Seri- 
ous diagnoses such as encephalitis, tumor, cere- 
bral hemorrhage or syphilis are usually con- 
sidered in the presence of these various benign 
palsies. It is thus worth while understanding 
the typical arterial-cranial nerve relations al- 
though the basal arteries show many anomalies 
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in their size and course and there are many 
variations in the relations between the arteries 
and cranial nerves. 

1. The olfactory tract and bulb lie above 
small branches of the anterior cerebral artery. 
Clinical disturbances of this nerve are unlikely, 
due to the small size of the arterial branches and 
the rich olfactory decussations. 

2. The internal carotid artery lies lateral to 
the optic nerve and chiasm. Sclerotic and cal- 
cified arteries cause a nasal anopsia and when 
both carotids are calcified a binasal hemianopsia. 
The inferior medial surface of the nerve is 
pierced 12 mm. behind the bulb by the central 
ophthalmic artery, which with its vein is directed 
forward in the center of the nerve to the optic 
disc. Near the optic foramen the opthalmic 
artery runs forward and medial and across the 
nerve but in the foramen the nerve is above and 
medial to the artery. Pressure from a sclerotic 
ophthalmic artery thus may cause atrophy and 
loss of vision in either lateral or medial portion 
of the visual field on one side, depending on the 
location of the sclerotic outpouching. The nerve 
just in front of the chiasm crosses over the 
anterior cerebral artery as it gives off the an- 
terior communicating artery which may press 
upon the superior surface of the nerve. The 
anterior communicating artery and first part of 
the anterior cerebrals may in certain types of 
prefixed chiasms press against the chiasm, pro- 
ducing bizarre homonymous field defects. 

3. The oculomotor nerve, after its origin at 
the anterior border of the pons, passes between 
the superior cerebellar and posterior cerebral 
arteries. Either vessel may compress the nerve. 
In the interpeduncular cistern the nerve passes 
on the lateral side of the posterior communi- 
eating artery, pierces the dura on the latera’ 
side of the posterior clinoid process and runs 
in the wall of the cavernous sinus. It lies lateral 
to the most anterior curve of the carotid artery. 
This nerve thus may be compressed by several 
arteries and implicated in disease of the caver- 
nous sinus. 

4, The trochlear nerve winds around the 
cerebral peduncle and reaches the base of the 
brain between the posterior cerebral and superior 
cerebellar arteries. It reaches the wall of the 
cavernous sinus and lies beneath the third 


nerve, It has less opportunity than the third 
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for compression and is very infrequently in- 
volved. 

5. The trigeminal root crosses the superior 
cerebellar artery obliquely and enters the gas- 
serian ganglion. The ophthalmic ramus _ is 
lateral to the internal carotid artery and is 
separated from the vessel by the fourth and 
sixth nerves. The middle meningeal artery 
pierces the two roots of the auriculo-temporal 
nerve. Trigeminal implication by arterial pres- 
sure usually causes sensory irritation, especially 
in the first division, and occasionally numbness 
but no motor symptoms. 

6. The abducens nerve lies above and crosses 
the vertebral, inferior anterior cerebellar, cere- 
bellar superior and posterior cerebral arteries, 
Depending on its individual course it may cross 
below or above the posterior cerebral and 
superior cerebellar arteries. In. the wall of the 
cavernous sinus it lies lateral to the carotid 
artery. The nerve is most commonly com- 
pressed by the posterior cerebral artery or in- 
volved in the wall of the sinus. 

?. The facial nerve crosses the anterior in- 
ferior cerebellar artery. Clinical involvement 
due to arterial pressure has not been observed. 

8. The acoustic nerve crosses the anterior 
inferior cerebellar artery which by pressure or 
strangulation may produce paroxysmal verti- 
ginous attacks. More important, the nerve is 
accompanied by the internal auditory artery, 
disease of which is responsible for disturbances 
of the cochlear portion of the nerve manifested 
by pulsating tinnitus. 

9-10. Twigs of the glossopharyngeal nerve 
cross the anterior inferior cerebellar artery ven- 
trally and the vagus crosses it dorsally. No 
cases of compression of these nerves have been 
observed. Hypothetically glossopharyngeal neu- 
ralgia may be due to a loop of artery periodically 
irritating the nerve. 

11-12. The accessory nerve crosses the pos- 
terior inferior cerebellar artery as does the hypo- 
glossal nerve. The latter also runs near the 
vertebral artery. No known cases of implica- 
tion of these nerves have been found. 

SUMMARY 

Syndromes consisting of disturbances of one 
or more cranial nerves in patients with cerebral 
arteriosclerosis may be due to compression of 
the nerves by sclerotic intracranial arteries, The 
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condition is benign and usually offers a good 
The nerves most fre- 
the optic, oculomotor, 
and trigeminal. Specific 
relationships between and 
arteries are described as the basis for the various 
syndromes. 
30 North Michigan Avenue. 
104 S. Michigan Avenue. 
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GALESBURG, ILLINOIS 
With a widespread campaign now in progress 
educating the against syphilis, most 
physicians have become alert to the fact that 


public 


they are expected to make an early diagnosis 
of this Many patients, male and 
female, today expect, and rightfully so, their 
physicians to make a correct and accurate diag- 
nosis of anv suspicious ulceration. Yet, despite 
all the means on hand for making this diagnosis, 
probably one of the most overlooked of these 


condition. 


lesions is the chancre of the cervix. 

Because of the relative inaccessible character 
of the parts and the uninitiated and uninquiring 
mental state of most of the victims, the woman 
seldom appears in the physician’s office with a 
symptomless cervical lesion. Yet, chancres of the 
cervix are far more common than is generally 
realized. The fugitive character of the lesion 
is truly one of its striking characteristics and 
undoubtedly interferes with its identification. 
Stokes' states that “gynecologists seldom take 
the lesion into account and doubtless see a num- 
ber of chancres a year under the guise of cervical 
erosions and vegetative lesions suggesting car- 
cinoma and the like.” 

This brings us then to a consideration of 
genital lesions in women. It is a well known 
fact that the general belief is that. primary 
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lesions of syphilis in the female are smaller than 
in the male. This is in accord with the findings 
As Stokes so aptly states 


“most typical lesions are seen on the labia 


of most syphilologists. 


majora, the most inconspicuous on the fourchette 
and at the portio. 
difficult to decide whether a papular lesion on a 
lesser labium is a chancre or a papular secondary 


It is at times exceedingly 


lesion since one finds the secondary manifes- 
tations in the woman confined almost entirely 
to the genitalia.” 

However, when we consider cervical lesions of 
primary syphilis, they are far from inconspic- 
uous. These lesions are usually large ulcerated 
areas, that unless minutely examined, are readily 
mistaken for chronic cervicitis or carcinomata. 
The area is usually eroded or denuded and some- 
how does not tend to invade the external os. 
In other cases, cauliflower-like growths may be 
noted about the lesion and the examining 
physician will obviously jump to the conclusion 
that he is dealing with a carcinomatous growth. 

Every cervical erosion should be looked upon 
with suspicion. Especially so, erosions of the 
cervical lips which are solitary and whose mar- 
gins do not invade the external os. These lesions 
should all be regarded with extreme suspicion 
and every such case is worthy of a dark field 
microscopic examination. 

It is a well known fact that during this early 
chancre stage, the blood Kahn and Wassermann 
or both may be negative. As Stokes so aptly 
puts it “one-fifth to one-half of the syphilis 
which an average clinician sees will present itself 
with negative Wassermann credentials.” It is 
therefore highly essential that every physician 
be rather guided by the positive dark field ex- 
amination or definite clinical evidence. 
of the 
symptomatology. 


A chancre cervix has no definite 
As already stated, the cervical 
lesion of syphilis may be entirely symptomless 
in which case the patient may never even realize 
her plight and of course by the time she does 
seek medical advice, the primary lesion will have 
probably disappeared. However, occasionally 
such a symptomless lesion may be recognized 
during a routine examination. Women in the 
last two decades have become “cancer conscious” 
and a large number are regularly seeking peri- 
odie genital checkup. During such an examina- 


tion, it is the duty of the physician to make a 
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definite diagnosis of any suspicious ulceration 
he might observe. 

One of the first symptoms that may be en- 
countered in a cervical lesion is bleeding or 
spotting. In a large ulcerated area the denuded 
surface may bleed quite freely. It is not at all 
far fetched to state that the patient may come 
into the office complaining of a prolonged pro- 
fuse menstruation. The writer recently saw just 
such a ease. 

A young woman, 25 years of age, came to the office 
complaining of vaginal bleeding of three weeks’ dura- 
tion. She had consulted another physician who had 
made a diagnosis of early cancer and had advised pan- 
hysterectomy. Not satisfied, the patient sought fur- 
ther advice. Vaginal examination revealed a large 
ulcerated cervical lesion to one side of the external os 
which was bordered by a small cauliflower-like growth, 
The patient had been rapidly losing weight, feeling 
tired continually and showing signs of a marked anemia. 
The symptoms having been of three weeks’ duration, 
a Kahn test was run and returned negative. Immedi- 
ately thereafter, a dark field examination was made 
from the serous material scraped off the lesion. The 
field was flooded with spirochetes. Yet despite this, 
further Kahn tests continued negative. However the 
response to neoarsphenamine was miraculous. The 
vaginal bleeding ceased, the lesion healed rapidly and 
the patient began regaining her strength and weight 
almost from the onset. 

However, such is not always the good fortune 
for the patient. The writer in the past few 
months had the occasion to see a woman of 50 
years, who after over ten years of treatment by 
some ten different physicians, had been going 
about with an untreated case of syphilis. When 
we saw the patient, the diagnosis of tabes 
She had every 
neurological sign and symptom and was a text- 
book picture of the disease. Diagnosis was made 
immediately from the clinical observations and 


dorsalis was already obvious. 


of course the serology confirmed the diagnosis. 

This patient likewise had been diagnosed as 
a case of carcinomata and had at one time even 
been operated upon for a metastatic carcinoma 
of the stomach. At surgery at the Illinois Re- 
search Hospital in Chicago, no organic cause 
for obstruction could be found although she had 
been diagnosed as carcinoma of the stomach with 
obstruction. She continued untreated until she 
reached the tabetic state—a woman of 50 who 
at the onset of therapy could easily have been 
mistaken for 70 years of age—a helpless cripple. 

SUMMARY AND CONCLUSIONS 


1, A negative serology in cases with sus- 
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picious cervical lesions does not rule out a cer- 
vical chancre. 

2. Every cervical erosion should be looked 
upon with suspicion. Especially so, erosions of 
the cervical lips which are solitary and whose 
margins do not invade the external os. All such 
cases should receive a dark field examination 
for spirochetes. 

3. Be suspicious of any erosion of the cervix 
where the complaint may be of bleeding or spot- 
ting. It is not far fetched to get prolonged and 
profuse bleeding from a chancre. 

4, A cauliflower-like growth bordering on an 
ulcerated area is not always a carcinoma. First 
rule out a cervical chancre. 

5. Early diagnosis of chancre of the cervix 
will save many women from reaching middle life 
as helpless crippled tabetics. Early diagnosis of 
syphilis can be made and should be the object 
of every practicing physician. 
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ROLE OF VITAMINS IN OPHTHAL- 
MOLOGY 


HELEN Hott, M. D. 
Clinical Assistant in Ophthalmology, Northwestern University. 


CHICAGO 


Great interest has been taken in the last few 
years both in the research and clinical fields in 
the diseases caused by specific vitamin deficien- 
cies. The public has also become vitamin minded 
instituting this type of therapy voluntarily and 
freely. Specially planned deficient diets can be 
fed to animals, and the definite pathologic 
changes noted. Similar changes are found in 
man in times of economic strain and in poorer 
groups of people as in China. Although typical 
cases of dietary deficiency are few in the United 
States it is now assumed that milder forms of 
vitamin deficiencies are more prevalent than pre- 
viously thought, particularly as a complicating 
factor in other disease. It is important to 
remember that when intake of food is restricted 
or when there is interference with its absorption 
and utilization a vitamin deficiency may result. 

VITAMIN A 
Early Egyptian literature and the teachings 


Presented at meeting of Chicago Council of Medical Women, 
April 13, 1938, 
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of Hippocrates are quoted as prescibing liver for 
hemeralopia, one of the symptoms of avitamino- 
sis. Absence of vitamin A occurred in large 
epidemics in Russia during the Lenten season 
of 1887, Japan in 1896 and Denmark 1917. 
From the time of the discovery of vitamin A 
until 1934 only four cases of xerophthalmia in 
adults had been reported in the literature and 
at this time a fifth was reported by Thorson.** 
A formal inquiry carried out among leading eye 
specialists in 1933 showed that xerophthalmia 
was of rare occurrence and that night blindness 
Was even more exceptional.* From this report 
there was no indication that there had been any 
increase during the depression. 

Nearly all 
Mackay” that young children develop symptoms 
of vitamin A deficiency more readily than adults. 
In her work with children in London in the 
last twelve years she has seen no case of kera- 
tomalacia and only one of xerosis of the con- 
junctiva. She believes that although poverty 
is present the standard of living and care of 
infants has improved sufficiently in the last 25 
years so that gross vitamin A deficiency as evi- 
denced by keratomalacia is a rare condition. 

In contrast to this is a study by Sweet and 
K’ang'® of 203 Chinese patients. The Chinese 
diet supplies sufficient caloric and adequate B 
and C but contains suboptimal A and D and is 
deficient in calcium and phosphorus. Kerato- 
malacia or xerophthalmia was a prominent fea- 
ture of each case, therefore, a lack of vitamin A 
was considered the underlying cause of defi- 
ciency symptoms. These writers as well as 
Blegvard and others found the largest group of 
patients suffering from these conditions under 
five years of age. Another large group fell in 
the 15-30 year period; it consisted of soldiers 
and the extremely poor laborers working long 
hours with inadequate food. The seasonal inci- 
dence of this group was interesting. The occur- 
rence of the lesions was greatest in Jan. Feb., 
and March, and July, the first group the winter 
months when lack of fresh vegetables is acute 
in Peiping and the summer months with the 
greatest incidence of diarrhea. 

Deficiency of vitamin A effects primarily the 
epithelial tissues which become replaced by kera- 
tinized stratified squamous epithelium. Early 
microscopic changes in the normal epithelium 
of the respiratory tract, genito-urinary tract, 


observers agree according to 
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conjunctivae, cornea and paraocular glands. In 
the eye Bitots spots are the first to appear and 
wre Whitish or yellowish foamlike spots on the 
bulbar conjunctiva looking as though they would 
brush off with closure of the lids but do not. 
Ten to fifteen days later dryness of the con- 
junctiva is noted in irregular patches with 
shrinking or wrinkling and loss of luster of the 
scleral conjunctiva. The paraocular glands be- 
come clogged with keratinized cells. The lid 
margins may become glued. Later the cornea 
loses its luster, is hazy, dull and dry, and loses 
its normal sensitivity. If the condition is pro- 
gressive it becomes greyish and then necrotic. 
Due to the breaking down of the normal barrier 
to infection the eye becomes secondarily involved 
by invading organism. Corneal ulcers develop, 
become penetrating and panophthalmitis results 
in the complete destruction of the eye. It is 
well to stress here the concept that vitamin A 
is not the protective substance against infections 
but that its lack causes a breakdown in the nor- 
mal cellular protective structure against in- 
vaders.° 

If the warning symptom of night blindness is 
missed as it would be in young children there 
is no obvious signal until the eye becomes grossly 
involved. Pain, lacrimation, redness of the eye 
and photophobia suddenly develop together. 
Conjunctival discharge becomes increased. Fail- 
ure of vision is rapid. The cornea becomes in- 
volved. In the Chinese patients it was found 
that the ocular involvement to total blindness 
would be completed in a few hours or days. The 
ocular symptoms may occur early or late as a 
manifestation cS vitamin deficiency. The other 
symptoms for findings associated with the ocu- 
lar condition are not considered here. 

The ocular complications were secondary to 
infections of the respiratory tract in this group. 
Tate keratomalacia regularly produces corneal 
ulcers with perforation; prolapse of the iris and 
panophthalmitis in the late cases. 

Scrapings of the conjunctiva made by sweep- 
ing a scalpel across the conjunctiva will show 
keratinizing epithelial cells. This is one of the 
most reliable tests early in ocular involvement. 

Most observers agree that these changes are 
late manifestations of the deficiency. Hemera- 
lopia, night blindness, is considered the most 
constant early sign according to Jegher’? and 
exists a long time before other deficiency signs 
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appear. Outstanding cases of hemeralopia as 
reported by ophthalmologists are rare. Only 
now is it being appreciated that a mild or 
moderate degree of night blindness may be pres- 
ent and interfere with efficient dark adaptation 
and visual acuity in dim illumination, Jeans 
and Zentmire® using the biophometer test re- 
ported forty-five cases of probable mild defi- 
ciency among a group of 213 children, In a 
later paper’ they found 26-75% of the children 
of different social groups with evidence of A 
insufficiency. Parks found about the same per- 
centage in adults and Zegher in about 10-50% 
of adults. 

Frandsen* found the symptoms most pro- 
nounced in women at puberty and the meno- 
pause. In the various age group, both sexes and 
different economic levels there was a wide range 
in the degree of hemeralopia present. She found 
great simularity between the clinical picture of 


mild hemeralopia and neurasthenia and hysteria. 


All three symptom complexes are characterized 
by poor visual acuity without a definite error 
of refraction and with photophobia, 
blindness,” after images, muscae volitantes, re- 
versal of the color fields and reduction in the 
field of vision which increases as the patient be- 
comes tired. 

“udkin®™ in the last issue of the Archives of 
Ophthalmology suggests that the same funda- 
mental disturbance of the retina is present in 
all the conditions and that it may not neces- 
sarily be a vitamin deficiency. 


This type of night blindness without demons- 


trable changes in the eye has been termed essen- 


“glare 


tial hemeralopia. The examiner always must 
exclude by a careful and thorough eye examina- 
tion hemeralopia which may be due to changes 
in the light refractive apparatus of the eye or 
the light perceptive apparatus. In the first 


group are affections of the cornea anterior, 


chamber lens and vitreous and in the second 
de- 


retinitis, choroiditis, retinitis pigmentosa, 
tachment of the retina, optie atrophy, optic neu- 
ritis and numerous other specific eye conditions, 

Various means of determining poor dark adap- 
tation have been used as visual field determina- 
tion im reduced illumination; visual acuity in 
reduced illumniation; examination of distinction 
of power and minimum light visible determina- 


tion. The Birsch Hirschfield photometer and 
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biophtometers used by Jegher and Jean and 
Zintmeyer are of the last type. 

Since visual purple is synthesized from vita- 
min A and regenerated from body stores when 
periods of bleaching and 


depleted, alternate 


dark adaptation will alter the visual purple and 
the vitamin A content of the retina. The mini- 
mum light visible in the two periods is deter- 
mined in millifoot candles. From the ability of 
the eye to adapt to darkness it is determined 
whether a vitamin A deficiency is present in the 
individual. © 

At present there is considerable enthusiasm 
for this method and results indicate a much 
higher incidence of vitamin deficiency than pre- 
sumed present in this country. The method and 
apparatus have been criticized in a recent Public 
Health Bulletin!’ and it is considered an unre- 


liable method of determination of vitamin defi- 


ciency. Norms have not been established nor 
have findings been correlated with chemical 
studies of vitamin A in the blood. 

All workers using the photometer test note the 


readings before and after periods of vitamin 


injection. The recovery period varied from a 
few days to six weeks. Intramuscular injection 
of 40,000 Int., units brought return to normal 
in 7-10 minutes according to Jegher.*? He con- 
cluded that 5,000 to 10,000 U. S. P., units of 
vitamin A whether taken in cod liver oil or yita- 
min A concentration carotene will all 
subjective and objective evidence of vitamin A 
deficiency even if the diet remains inadequate. 
(treater dosages are needed if anything hinders 
absorption or metabolic needs are increased, If 
doses of carotene are pushed above 10,000 
U. 8. P., daily an occasional case of carotemia 
develops. 

This light adaptation problem or early vita- 
min A deficiency has its practical application in 
problems of night driving and aviation.11 Con- 
siderable work is being done on these problems 
at present, but until an accurate test is devel- 
oped this true relationship to vitamin A defi- 
ciency cannot be determined. 

Perhaps it is best to leave this controversial 
subject and tell of eye conditions in which vita- 
min A has been found to be of distinct benefit. 
A well-balanced diet with the addition of cod 
liver oil brings about rapid healing in individ- 
uals with phlyctenular keratoconjunctivitis. 
Atropine usually is given as well but Yudkin™ 
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believes specific ocular therapy is not necessary. 
Patients with interstitial keratitis improve more 
rapidly when vitamins are given in addition to 
the specific therapy. Infants and children with 
non-specific corneal lesions are treated with vita- 
min A with improvement. Young adults are fre- 
quently examined who have faint corneal scars 
impairing vision with a history of eye trouble as 
an infant or young child. In all probability 
these were due to dietary deficiencies of vita- 
min A, 

Yudkin has noted similar corneal lesions in 
adults from 45-68 years of age. They have no 
signs of infection but complain of general 
malaise, loss of appetite, constipation, foreign 
body sensation and photophobia. Invariably 
these patients had lost their teeth in early adult 
life. There was breaking down of the cornea in 
the lower exposed portion with staining with flu- 
roscene, but little congestion. Local treatment 
was of little avail. Often the condition is called 


eatarrhal ulcer. Im spite of all local treatment 


the condition persists and becomes progressively 
worse. Some patients responded to cod liver oil 
and others did not. The most likely cause was 
failure of absorption of the vitamin in the intes- 
tinal tract. Large quantities of vitamin B com- 
plex were given in addition with disappearance 
of the ocular lesion. 

Tai*® in China has had very excellent results 
in phlyctenular conjunctivitis, keratoconjunc- 
tivitis hordeolum and keratomalacia with hypo- 
dermic injections of carotene. 

Since the neuro-epithelium is destroyed in 
retinitis pigmentosa it is impossible to improve 


the retina with intensive vitamin therapy. The 


general health of the patient is definitely bene- 


fited psychological effect is beneficial, 
Whether intensive vitamin therapy would pre- 
vent the advance of the condition when diag- 


nosed early is not known. 
Chorioretinal disturbances from local infec- 
tions have been aided by vitamin A therapy, but 


most likely through improving the general con- 


dition, and not through any specific effect on the 


and 


retina alone. 
VITAMIN B 


In experimental work it has been found that 


there are at least seven factors in the B complex 


which are essential for normal animal existence. 


Clinically B, the antineuritic and B, or G the 
anti pellagra vitamin, are important, 
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Vitamin B plays an important part in carbo- 
hydrate metabolism and promotes gastrointes- 
tinal function. It has been suggested that By 
be used with A since it might improve the 
absorption of A in deficiency conditions. 

Aleoholic neuritis has been considered a defi- 
ciency disease due to faulty digestion because 
of the destruction of digestive enzymes and fail- 
ure of absorption of vitamin B. Toxic amblyopia 
which produces central scotoma due to damage 
of the macular bundle is recently being consid- 
ered a type of alcoholic neuritis due to deficiency 
of this vitamin. Carroll** of New York has 
treated eight patients with this condition by giv- 
ing a high vitamin diet together with the contin- 
uation of intake of tobacco and alcohol which 
amounted to as high as a quart of whiskey a day. 
All but one patient recovered satisfactory vision 
for reading and distance. His theory is that 
patients suffering from subclinical nutritional 
deficiency have a markedly increased suscepti- 
bility to tobacco and alcohol. This problem is 
still in the stage of clinical research. 

Vitamin B, is essential to growth and normal 
nutrition. Lack of this vitamin causes digestive 
disturbances, nervous depression (different from 
the symmetrical polyneuritis of B); general 
weakness and the skin lesions typical of pellagra. 
Several workers in this country** and Moore’® in 
Kngland have reported a retrobulbar optic 
neuritis in typical cases of pellagra, Failing 
vision and phototphobia were noted first even 
before the general symptoms. If untreated this 


progressed until only hand movements could be 


seen. The discs became pale particularly on 
the temporal side and in severe cases the discs 
appear typically that of a primary optic atrophy. 
Total blindness rarely resulted if treatment was 
instituted even late in the disease. Moore found 
that the condition responded well to yeast, but 


not to cod liver oil or fruit juices. 


Keefer"? has reported cages of optic neuritis 
occurring in lactating women which he at- 


tributed to deficiency of vitamin B.. 

Experimental work by Day, Langston and 
O’Brien* have shown that cataracts develop in 
rats maintained on a vitamin B, deficient diet. 
This has been confirmed by other workers but 
as yet no clinical research from this angle has 
been reported, 


VITAMIN C 


Vitamin C is essential for the formation of 
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an intercellular cement substance between the 


endothelial cells. 


tendency for hemorrhage results. 


Capillary fragility with the 
Yudkin** has 
treated many types of hemorrhagic retinitis with 
cevitamic acid and believes that the period of 
In his study lemon 


absorption is shortened. 


juice proved much more effective than the svt 
four to five 


thetic vitamin, and he considered 


lamang a day Necessary. He agrees with other 
workers that there is probably some other factor 
in the fruit juice besides the vitamin which is 
an effective agent, 

communication re- 


Dr. Lane in a personal 


ported improvement in a patient with trachoma 
who had accidentally gotten lemon juice in his 
eyes. ‘The patient voluntarily continued this 
type of treatment and the improvement was 


noted when he next reported to the clinic. Ex- 


perimental work is now being conducted using 
cevitamic acid as therapy. No reports as to 
ragults have been published as yet. 

It is known that there is a considerable quan- 
tity of vitamin C in the lens and that in the 
cataractous lens it is markedly reduced, Noth- 
ing is known with certainty regarding the func- 
tion of vitamin C in the metabolism of the lens. 
The relation of C to the formation of cataract is 
problematic and no report of cataract in a 
patient with scurvy has been reported. Yudkin 
advises his patients with early lenticular changes 
to take the juice of one lemon before breakfast 
and dinner as well as vitamin B twice daily 
with a well-balanced diet as to calories and food 


content. He is satisfied that early lens damage 


is repaired by this procedure. 
VITAMIN D 

Animal experimentation has shown that 
cornea) changes’—thinning of the epithelium, 
edema of the stroma, reduplication of the endo- 
thelium and ectasia—result from lack of vita- 
min D in the diet. To date, no clinical studies 
relating to vitamin D deficiency and cornea) 
lesions have been made, Some workers associate 
the formation of cataracts to lack of this ele- 
ment in the diet. Yudkin feels that a granular 
conjunctivitis is provoked in children by giving 
products high in vitamin D supplemental by 
exposure to the sun or artificial sun rays. There 
is no doubt that cod liver oil is beneficial to 
the general well being of the patient, but just 
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what part vitamin D plays in the healing of 
specific eye conditions is not known. 
No relation of vitamin H to pathological 


changes in the eye has been reported. 
CONCLUSION 


From extensive clinical and experimental in. 


vestigation vitamins have been found to be 


important in the normal physiology of the eye 


and as therapeutic measures in pathologic condi- 


tions of the eye. Vitamin A is essential for the 


normal function of the retina and is useful in 


corneal and chorioretinal conditions. Vitamin B 


more recently is being used in the treatment 


of toxic amblyopia from alcohol and tobacco, 
and optic neuritis. Vitamin (! may be used in 
recurrent hemorrhages in any of the eye tissues, 
Vitamin D has no specific use in eye therapy 
but is helpful in building up the patient’s gen. 


eral condition. No use of vitamin E in ophthal- 


mology had heen noted as yet. 
25 KE. Washington St. 
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CHSARKAN SECTION 
An Analysis and a Discussion 


Witiiam Cari Stups, A. B., M. D. 
Senior Instructor in Gynecology and Obstetrics 


St. Louis University School of Medicine 


ST. LOUIS, MO. 

The series of cesarean sections herein analyzed 
comprise all those performed at the University 
Hospitals of St, Louis University to January 1, 
1938. These hospitals are respectively St. 
Mary's and the Firmin Desloge. The former, 
opened in 1924, is, for all practical purposes, in 
the nature of a general and more or less open 
staff hospital catering exclusively to private pa- 
tients, while the latter, opened in 1934, is a 
closed staff hospital catering chiefly to the clinic 
type of patient with services limited in accord- 
ance with strict specialization, Jt is important 
that this differentiation be kept in mind for it 
means that insofar as St. Mary's is concerned 
the present obstetrical teaching staff of St. Louis 
University had and has no control whatever over 
the conduct of any but its own private patients. 
These f urthermore, constitute by far the minor- 
ity of the entire St. Mary’s series since the pres- 
ent staff was not appointed until 1934 and be- 
cause even now physicians other than members 
of the obstetrical teaching staff may perform 
cesarean sections at this hospital. Indeed one 


of the purposes of this presentation is to com- 
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pare the St. Mary’s with the Firmin Desolge 
cases with this as a background and accordingly 
the combined series will be separated into its 
two separate components when necessary for this 
purpose. 

Out of 944 deliveries at St. Mary’s there 
were 149 sections with eight maternal deaths, 
six stillbirths and nine neonatal deaths while out 
of 1,780 deliveries at the Firmin Desloge there 
were 34 sections with one maternal death, no 


stillbirths, and only one neonatal death. ‘T'he 


eight maternal deaths at St. Mary’s were due to 
peritonitis in three cases, to toxemia in four, 
and to postoperative hemorrhage in one. The 
single death in the Desloge series cannot be con- 
sidered a section death since it was due to car- 
diac decompensation in a patient who had been 
bed-ridden for months. If we include the out- 


patient deliveries with the Desloge series the 


incidence of section is 1.14% with a zero sec- 


tion mortality compared with an incidence of 
2% and a 5.3% section mortality at St. Mary’s. 
Two of the stillbirths should be excluded since 
they were twins delivered by vaginal section at 
the fifth month of pregnancy through an appar- 
ent error of diagnosis involving also the esti- 
mated date of confinement. The nine neonatal 
deaths were due to prematurity in four instances, 
to hydrocephaly in two, to cerebral hemorrhage 
in one and of undetermined cause in the others. 
The single neonatal death in the Desloge section 
series was due to an hemorrhagic diathesis, 
That section was performed for hydrocephaly is 
no doubt explained by the fact that for religious 
reasons no destructive operation could be prac- 
ticed upon a living fetus, 

There were 98 primiparae and 48 multiparae 


at St. Mary’s (the parity in two cases being un- 


known) compared with 18 primiparae and 16 


multipa rae at the Desloge. The much greater 
incidence of primiparae at St. Mary’s indicates 
perhaps a more willing and often needless resort 
to section on such patients in private practice, 
Of the combined total of 183 sections 91 were 
elective and 92 were done after the onset of 
labor. 

A postoperative temperature which may reach 
102° F. in the immediate postoperative period 
but which does not reach 101° F. after the third 
postoperative day was considered normal be- 


cause of the frequency with which it occurs 
without specific cause in an otherwise normal 
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recovery from laparotomy of any sort. Eleven 
out of 42 elective classical sections had post- 
operative temperatures higher than this stand- 
ard compared with 15 out of 41 elective low 
cervical sections and one out of six elective 
modified classical cases. Fourteen out of 36 
classical sections done after the onset of labor 
were febrile compared with 21 out of 53 low 
cervicals done at this time. The single modified 
classical section done after the onset of labor 
was febrile for four days. 

Excluding those cases in which the postopera- 
tive fever represented merely the final accom- 
paniment of a severe toxemic process as well as 
those in which it was of unknown origin and 
without influence on an otherwise normal re- 
covery or in which it was due to causes in no 
way attributable to the operation we found that 
recovery was marred by specific febrile complica- 
tions in three out of 42 elective classical cases, 
in four out of 41 elective low cervical cases, in 
ten out of 36 classical sections done after the 
onset of labor, in ten out of 53 low cervicals 
done at this time and in none of the seven modi- 
fied classical cases. The complications in the 
elective classical group consisted of two cases of 
peritonitis eventuating in death and one case of 
infection of the abdominal incision. Those in 
the elective low cervical group comprised two 
cases of infected incision, one of low grade en- 
dometritis, and one of thrombophlebitis and in- 
fection of the abdominal incision. In the group 
of classical sections done after the onset of la- 
bor there was one case of peritonitis eventuat- 
ing in death in a patient subjected to an at- 
tempted forceps delivery prior to hospital admis- 
sion, seven cases of low grade endometritis and 
one case each of aspiration pneumonia and in- 
fection of the abdominal incision. In the low 
cervical group done after the onset of labor there 
were four instances of infection of the abdominal 
incision, two of thrombophlebitis, two of low 
grade endometritis and two of cystitis secondary 
to accidental incision of the bladder. Two va- 
ginal cesarean and two Porro sections were done 
(all at St. Mary’s and prior to 1934), one of the 
latter patients dying of postoperative hemorrhage 
two hours later. 

As for the total deaths (eight) in relation to 
the type of operation performed there were two 
Porro sections with one death due to hemorrhage, 
70 classical sections with three deaths due to 
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peritonitis and one due to toxemia, and 74 low 
cervicals with three deaths all due to toxemia. 
These figures apply excluswely to St. Mary's 
since there were no section deaths at the Desloge. 

Thirty per cent. of the cases in which the 
membranes were intact at the time of operation 
had postoperative fever compared with 47% of 
the cases in which the membranes had ruptured, 
The membranes, however, were intact in 11 of 
the 18 patients presenting the most severe post- 
operative infections including two deaths from 
peritonitis in patients upon whom section was 
done electively. In searching for an explana- 
tion of the origin of the infection in these cases 
it seems necessary to consider possible applica- 
tion of the writer’s view that rapid extraction of 
the child through a tightly fitting uterine in- 
cision creates a suction which draws into the 
uterus and the adjacent operative field such va- 
ginal discharges as are in contact with the cervix. 
We should, at any rate, no more contemplate do- 
ing cesarean section without preliminary vaginal 
preparation than we would do complete hysterec- 
tomy without such preparation. 

Excluding the vaginal cesarean sections some 
form of internal manipulation was carried out 
prior to operation in 29 cases. This included 
merely vaginal examination in 14, artificial 
rupture of the membranes in five, packing of the 
vagina in two, bag induction in two, preceded in 
one by artificial rupture of the membranes, at- 
tempted forceps in three, manual dilatation and 
attempted forceps in one, attempted forceps and 
version in one, and rupture of the membranes 
and attempted forceps in another. Among ten 
patients upon whom vaginal examination was 
done only after hospital admission, and in whom 
the membranes were intact, we find that three 
of the six who were in labor presented postop- 
erative fever higher than our chosen standard 
as compared with one of four who were not in 
labor. This suggests that the state of labor 
itself has more to do with the incidence of 
puerperal morbidity than has the performance 
of a vaginal examination. Four of five cases 
in which labor was induced by rupture of the 
membranes prior to section had an uneventful 
postoperative course; the average length of time 
which elapsed between rupture of the membranes 
and operation being sixteen hours, the longest 
thirty-six hours, and the shortest two hours. 
The fifth case, namely the one in which labor 
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failed to occur within 72 hours after rupture of 
the membranes, died of hemorrhage two hours 
after a Porro section. Packing of the vagina 
and cervix because of hemorrhage was carried 
out in the hospital immediately prior to sec- 
tion in one case while in another a considerable 
amount of cotton was inserted into the vagina 
by the patient herself shortly before admission 
and several hours before section. ‘The mem- 
branes were intact in both cases. The former 
patient made an entirely uneventful recovery but 
the latter presented a febrile postoperative 
course attributed to infection of the abdominal 
incision, The one patient in whom bag induc- 
tion of labor was done prior to section made 
an uneventful recovery as did also the patient 
in whom both bag induction and induction by 
rupture of the membranes was attempted. Five 
of the six cases in which delivery by forceps 
had been unsuccessful and whose entire labor 
was conducted in the hospital made an unevent- 
ful recovery. Four of these attempts were at St. 
Mary’s and one at the Firmin Desloge. The 
sixth case, namely, the one in which forceps de- 
livery had been attempted in the patient’s home 
prior to admission to St. Mary’s, died of a 
postoperative peritonitis. The single case in the 
Desloge series was a private patient of one of the 
less active members of the staff. Although the 
outcome in these cases was all that could be 
desired, provided these manipulations were done 
exclusively after hospital admission, it would be 
a tragedy if this were to promote a sense of 
security for similar undertakings since this 
would undoubtedly prove to be false. At all 
events they represent an initial error of judg- 
ment. 

Rubber tissue drainage of the adbomen through 
the abdominal incision was carried out in only 
seven cases but its routine employment when 
section is performed after the onset of labor is 
earnestly recommended. 

When infection is present prior to delivery 
the chances for its further spread must be greater 
if the patient is subjected to the added manip- 
ulation and traumatism of cesarean section than 
would be the case if it were possible to effect 
delivery from below. This seemingly super- 
fluous statement seems worth making because 
the high praise of the low cervical as compared 
with the classical operation has, not only in 
this, but in other instances, often given an un- 
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due sense of security leading to its performance 
as the easiest way out of a situation that might 
better have been handled in another way. 

Insofar as the elective low cervical cesarean 
section is concerned it must be obvious that a 
typical low cervical operation with longitudinal 
incision cannot be done before the onest of la- 
bor since the cervix has not retracted nor has 
the lower uterine segment been definitely formed. 
In elective cases the writer therefore prefers to 
do a modified classical type of operation which in 
them possesses advantages of the so-called 
low cervical operation in addition to some of its 
own. The uterine incision is made upward from 
the point of attachment of the vesico-uterine fold 
which is not incised until after delivery of the 
child and closure of the uterus when it is freed 
and resutured over the uterine incision. Thus 
the incision is extraperitonealized, and the op- 
eration is confined to the lower abdomen and pel- 
vis just as effectively as in the so-called elective 
low cervical operation in which, before the on- 
set of labor, we are actually making our inci- 
sion in the lower part of the body of the uterus 
just as surely as in the operation described. Its 
advantages are that the child can be extracted 
much sooner after commencement of the opera- 
tion than when separation of the bladder must 
first be effected, and that the extraction is by the 
child’s feet which lessens the likelihood of its 
aspiration of blood and amniotic fluid, and 
which, from the mother’s standpoint, entails less 
manipulation in the area most accessible to va- 
ginal contamination. 

The writer’s total contribution to the com- 
bined series consists of seven cases, all having 
been of the modified classical variety and all 
having had a vaginal instillation of one per cent. 
neutral acriflavine in glycerine prior to opera- 
tion. All but one were elective and all but one 
had an uneventful postoperative course, the sin- 
gle exception having been febrile for four days 
without demonstrable cause. 

Any series of sections occurring in a general 
private hospital will reveal cases in which no 
adequate indication existed as well as others in 
which the assigned indication was either invalid 
in itself or was rendered so by particular circum- 
stances. 


That the St. Mary’s series is no exception is 
indicated by the fact that only 50% of the sec- 
tions in the St. Mary’s series were done for dis- 
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proportion or for causes contributing thereto or 
resulting therefrom as against 75% done for this 
reason at the Desloge. It should furthermore 
be recalled that the incidence of primiparae was 
twice that of multiparae in the St. Mary’s series 
whereas there was but little difference in the 
incidence of primiparae and multiparae in the 
Desloge sections. Our study of St. Mary’s rec- 
ords indicates that the incidence of section could 
without detriment to mother or child have been 
reduced to a point corresponding with that at 
the Firmin Desloge. While there were instances 
in which section should have been done but was 
not, this applies as much to St. Mary’s as to 
the Desloge and their number is not nearly suf- 
ficient to raise the 1.1% Desloge incidence as 
much as the 2% St. Mary’s incidence might 
properly have been reduced. 

There can be no doubt that the total maternal 
and fetal mortality attending cesarean section is 
directly related to the total number of sections 
done, that excepting certain isolated and very 
favorable statistics from a few specialized insti- 
tutions this mortality is still far too high and 
finally that mortality figures do not tell the en- 
tire story. Still to be considered is the high 
morbidity, the danger of rupture in a later preg- 
nancy, and finally the patient’s emotional reac- 
tion to future pregnancies. 

While past efforts to bring about an improve- 
ment in section statistics have centered chiefly 
on the development of a safer operative tech- 
nique, it is our firm conviction that in the future 
more emphasis will have to be placed on bring- 
ing about a proper reduction in the total number 
of sections done as well as on earlier and more 
accurate recognition of cases which truly need 
the operation. This entails a greater dissemina- 
tion of knowledge concerning the physiology and 
pathology of labor and the standardization so far 
as possible of indications and contraindications. 

The following remarks are occasioned in each 
instance by the discovery among some of the St. 
Mary’s records that certain so-called generally 
accepted facts pertaining to indications are not 
so generally accepted or understood as might be 
supposed. I trust that they may be interpreted, 
not in the light of carrying coals to Newcastle, 
but as an effort to show some of the points on 
which we as specialists and teachers must place 
emphasis if we are to promote better obstetric 


practice. 
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Often a contracted pelvis is stated to be the 
indication for section when either no pelvic 
measurements whatever are noted, when only ex- 
ternal measurements are recorded or when such 
measurements as are noted are actually normal. 
At other times the validity of pelvic contraction 
as an indication for section is destroyed by the 
fact that the child is so small that the pelvis is 
no obstacle. One should therefore always esti- 
mate also the size of the child and think in 
terms of cephalopelvic relationships rather than 
in terms of pelvic measurements exclusively. It 
should not be overlooked that pelves associated 
with leg or hip joint deformities may present a 
transverse contraction of the pelvic inlet despite 
normality of all other measurements, and detect- 
able only by x-ray pelvimetry. 

Although an unrecognized insuperable dispro- 
portion is of far more serious consequence in 
breech than in vertex presentations, fear of this 
fact should not lead to the indiscriminate em- 
ployment of cesarean section in these circum- 
stances since it is also true that an aftercoming 
head negotiates the pelvis more easily than an 
oncoming head of equal size. We should rather 
be more than usually painstaking in our estima- 
tion of fetal and pelvic size, and to this end 
should not overlook the value of abdominal ex- 
amination in reference to the fetus, and of x-ray 
pelvimetry when ordinary pelvimetric measure- 
ments reveal any abnormality whatever. A warn- 
ing should be sounded against drawing any con- 
clusions as to fetal size from simple flat pictures 
of the patient’s abdomen since they carry with 
them no mechanism for correcting the enlarge- 
ment and distortion of the cephalic image which 
varies with the position of the head in relation 
to the target and plate and with its attitude. 
It is especially in breech presentations that er- 
roneous impressions of an unusually large head 
may be obtained since here the head lies nearer 
the target and therefore throws a larger shadow 
than in cephalic presentations. 

Cases of dystocia occurring after engagement 
of the head, with the cervix partly dilated, 
though with membranes still intact and assumed 
to be due to a moderately large child, undoubt- 
edly present other factors of which the intact 
membranes may be one and primiparous soft tis- 
sue resistance or malposition alone or in com- 
bination, another. While it may be impossible 
to carry out a test of labor in accordance with 
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its defined requirement, namely, observation of 
the progress of labor for two hours after com- 
plete dilatation with ruptured membranes, since 
the attainment of complete dilatation may be 
delayed beyond the point of safety of the lower 
uterine segment or of exhaustion of the patient, 
one cannot claim to have given these cases even 
a fair partial test of labor as long as the mem- 
branes remain intact. With the head engaged 
and the danger of cord prolapse thus removed 
artificial rupture of the membranes should be 
without danger to the child. Nor should it be 
a contraindication to possible subsequent section 
provided it is done only in the delivery room 
after careful preparation and with aseptic or 
antiseptic aftercare, and provided furthermore, 
that it is done only in cases in which the head 
is well engaged, the cervix partly dilated and 
that too long a time is not allowed to elapse 
before performing section should it become ap- 
parent that this procedure has failed to improve 
the progress of labor. When the presenting part 
is in the pelvis and the cervix partly dilated, 
membranes that are tightly drawn over the 
child’s head with little or no intervening fluid 
tend to become a hindrance to progress in that 
they are often so inelastic and so intimately ad- 
herent as to interfere with cervical dilatation and 
retraction. 

The conditions of the membranes, however, 
present an entirely different aspect in cases in 
which with moderate disproportion and little or 
no dilatation the head is still floating at the 
inlet. Here their premature rupture is much to 
be deplored since these are about the only cases 
in which the hydrostatic dilating action of the 
bag of waters would otherwise come into play 
in pure form and in which it would be so help- 
ful in dilatation and in overcoming a dispropor- 
tion not necessarily insurmountable in itself but 
one adversely affected by this occurrence. While 
in these cases an intact bag of waters ordinarily 
supplants the presenting part as an object over 
which the cervix can be stretched, its premature 
rupture leaves dilatation to be effected exclu- 
sively by the process of retraction rather than 
by a combination of stretching and retraction 
until such time as the head may become fixed. 
Engagement is in turn interfered with by rea- 
son of the fact that as long as the cervix is not 
completely dilated and retracted the dispropor- 
tion is intensified by the intervention of this 
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tissue. If engagement occurs before cervical 
dilatation has been completed the cervix may be 
caught between the head and the pelvic inlet, 
interfering with further dilatation. Thus a 
vicious circle is set up and a disproportion which 
might have been overcome under favorable cir- 
cumstances becomes insurmountable. These 
facts are mentioned only because the dystocia 
occurring in either of these two types of cases 
is often mistakenly attributed to cervical rigid- 
ity. The only type of case in which dystocia 
could with assurance be considered to be of cer- 
vical origin is one in which disproportion and 
malposition could .be ruled out and in which 
dilatation fails to occur despite good contrac- 
tions and ruptured membranes. 

In many instances it may be advisable to do 
a vaginal examination before abandoning a test 
of labor once such a test has been initiated. 
When carried out in the delivery room under 
aseptic conditions and after careful vaginal prep- 
aration it entails little if any added risk as 
compared to rectal examination, whereas its free- 
dom from the inaccuracies which frequently 
characterize the latter, places decisions as to the 
continuance of labor or its interruption by sec- 
tion on a much firmer foundation. This proce- 
dure is indeed necessary in those cases in which 
we wish to secure a more adequate test of labor 
hy observing the effects of artificial rupture of 
the membranes, Furthermore, there may be un- 
expected complications during the course of ordi- 
nary labor which by causing fetal distress would 
make prompt termination of labor desirable in 
the interests of the child. Since these interests 
constitute the main reason for possible inter- 
ference, it is cbvious that our choice of procedure 
or even the question of interfering at all will 
be influenced by a two-fold time consideration, 
namely, how long the child may endure the par- 
ticular cause of its distress and how much time 
will be required to carry out any one of perhaps 
several methods of delivery. Since the latter 
depends among other things on absolutely ac- 
curate knowledge of the degree of dilatation, it 
is suggested that a vaginal examination be done 
whenever rectal examination is apt to be fallible 
as, for example, in breech or transverse presenta- 
tions or cases complicated by prolapse of the 
small parts. Not only may conditions be found 
which would permit of vaginal delivery in much 
less time than required to prepare for section, 
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but the latter itself may be too great to be of 
value. It is wrong to subject a patient to opera- 
tion on a diagnosis arrived at by what is often 
guesswork or near guesswork when other equally 
safe and more accurate methods of diagnosis are 
available, since successful treatment is more de- 
pendent on accurate diagnosis and proper judg- 
ment than upon technical skill. 

When, in the absence of disproportion, prema- 
ture termination of pregnancy is necessary, the 
method whereby this is accomplished, whether 
by induction of labor or by cesarean section will 
depend on the gravity of the particular case at 
hand. Attempts to induce labor, when indicated, 
may well begin with medical induction but fail- 
ure in this is in itself no reason to abandon the 
attempt and resort to section unless there is rea- 
son to fear that labor may be complicated by a 
dystocia the outcome of which cannot be fore- 
told. 

Low reserve kidney does not present an emer- 
gency and does not of itself call for cesarean sec- 
tion though it may call for premature termina- 
tion of pregnancy by induction of labor. The 
same is true for most preeclampsias though sec- 
tion is advisable for the immediate termination 
of pregnancy in severe cases and those rapidly 
becoming so. While there is considerable dif- 
ference of opinion as to whether eclampsia with 
convulsions is a valid indication for section it 
would at least seem advisable to institute meas- 
ures designed to bring the convulsions under con- 
trol before undertaking the operation. When in 
addition convulsions do not occur until after the 
onset of labor the justification for cesarean section 
diminishes as the progress of labor advances. To 
terminate by section a labor that has been pro- 
gressing satisfactorily merely because of the su- 
pervention of convulsions is to add a different 
type of strain out of all proportion to the bene- 
fits of a slight additional shortening of labor. It 
is particularly futile to resort to section or any 


rapid means of terminating the pregnancy after 


intrauterine fetal death has occurred, since in 
such cases nature has accomplished about the 
same object as that which would underlie these 
undertakings. 

Cesarean section is proper in cases of central 
placenta previa as well as in those of partial 
previa in which there is reason to believe that 
the progress of labor will be slow, but it is un- 
warranted in marginal placenta previa and well 
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nigh inexcusable when in addition cervical dilata- 
tion is far advanced and there is no complicat- 
ing disproportion. 

Transverse presentation is in itself not a valid 
indication for elective section the necessity for 
which, in this instance, will depend entirely on 
what has caused the malpresentation. Thus if 
it is the result of disproportion or displacement 
by tumors these factors should be considered the 
indication, rather than the malpresentation 
which they have produced and which here is 
but a secondary consideration. At other times 
the malpresentation may be the result of fac- 
tors which in themselves present no obstacle to 
delivery through the natural passages and in 
these instances there is a tendency to spontane- 
ous correction with the onset of labor. 

The history of previous difficult labors is also 
in itself not a valid indication for section and 
it is rather the condition that caused them which 
should be so considered and then only if it was 
of such nature as to be permanent or recurring 
in character. In the present day when forceps 
are so frequently used merely to lift the head 
out of the vagina once it has reached the pelvic 
floor, grave error may result from regarding the 
history of previous forceps deliveries either too 
lightly or too seriously. Here as elsewhere treat- 
ment should be based more upon the results of 
a careful examination than upon a history which 
is often misleading as to the cause of possible 
previous mishaps. 

What has been said concerning the history 
of previous difficult labors applies equally well 
to the history of previous stillbirths. Of a some- 
what different nature is the occasionally observed 
fact that intrauterine fetal death habitually oc- 
curs in some patients just before term. This 
is probably most frequently noted in diabetics 
though it may occur in others for reasons that 
are largely unknown. In these circumstances 
premature termination of pregnancy has been 
recommended even by section in order to fore- 
stall the loss of another child. 

Uterine anomaly is more often listed as an 
indication for section than is justified especially 
when the patient has had other spontaneous de- 
liveries. Not only is the anomaly in the vast ma- 
jority of cases of such nature as to have little 
if any effect on the course of labor but the 
diagnosis is frequently made with little to sup- 
port it. 
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Myomata and other pelvic tumors are valid 
reasons for cesarean section only if they are so 
located as to obstruct delivery, if they are so 
large or numerous as to favor the occurrence of 
a malpresentation or interfere with proper uter- 
ine action or if they are so large as to pro- 
duce acute local or general symptoms requiring 
prompt surgical intervention on their own ac- 
count. 

The writer dislikes the use of the term “el- 
derly primipara” as an indication for section 
because these women are not elderly and because 
it seems to suggest that they show a character- 
istic type of dystocia distinct from all others. 
This, of course, is not true though they more 
often present those types of dystocia which are 
due to pelvic soft tissue resistance and to defec- 
tive uterine action resulting from diminished 
elasticity and increased fibrosis. The limitation 
of their future childbearing function, however, 


“e 


| warrants as much readier resort to section in the 





interests of the child if dystocia of any sort 
should occur. Furthermore, it has recently been 
shown by Dr. Galloway* that the incidence of 
toxemia and other conditions which may them- 
selves constitute an indication for section in- 
creases with advancing age primiparity. 

Neither primary inertia, secondary inertia, nor 
the mere prolongation of labor alone constitute 
a reason for section. 

All too often primary inertia or some vague 
form of dystocia is considered an excuse for sec- 
tion in patients who after some hours of sup- 
posed labor still show no dilatation and in whom 
the membranes are still intact. Actually these 
patients should not be considered to have been 
in labor at all and more careful observation will 
show that the pains of which they complain 
present none of the characteristics of true labor 
pains. 

Cesarean section has no place in the treatment 
of an uncomplicated secondary inertia which by 
definition cannot occur until labor has made 
considerable progress. Often this inertia is 
induced by oversedation and will disappear as 
its effects wear off. At other times it is induced 
by fatigue in which case it usually disappears 
after the patient has been given a period of rest 





*Paper presented at the 1937 annual meeting of the Cen- 
tral Association of Obstetricians and Gynecologists in Dallas, 
Texas. 
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induced by the administration of a desirable 
hypnotic or morphine. 

While the mere prolongation of labor is no 
indication for section it may be complicated 
by evidence of maternal exhaustion or fetal dis- 
tress which themselves might call for interfer- 
ence, though not necessarily cesarean section. In 
such cases, however, the complication rather than 
the prolonged labor should be recognized as the 
reason for whatever interference is undertaken. 

Unassailable indications for section are few 
indeed when the head is deep in the pelvis and 
the outlet is normal. Prior to the onset of labor 
or the attainment of any considerable degree of 
dilatation such indications are limited almost 
exclusively to serious toxemia or heart disease 
and some cases of hemorrhage. After cervical 
dilatation is well advanced possible indications 
become further reduced to the practical vanish- 
ing point since any need for prompt termination 
of labor could be met by measures intended to 
secure delivery through the natural passages. 
Thus cervical dilatation, if incomplete could be 
completed manually or by the use of Diihrssens 
incisions, following which delivery could be 
effected by forceps. When, however, the head 
is still high in the pelvis any possible necessity 
for immediate delivery could be met by version 
and extraction in preference to forceps, provided 
cervical dilatation is complete. If, on the other 
hand, the cervix is not entirely out of the way 
the dangers which this places in the way of 
version and extraction in its relation to the after- 
coming head are so very real that one would be 
forced to weigh the probable results to be ob- 
tained by waiting until conditions might be ren- 
dered suitable for vaginal delivery against those 
likely to be obtained by cesarean section. 

A dystocia due primarily and chiefly to an 
occiput posterior position is alone no reason for 
resort to section. Since the characteristic dystocia 
manifests itself only after the head has begun 
its passage through the pelvis the procedure to 
be followed should interference become necessary 
is, with one exception, essentially the same as that 
outlined for occiput anterior positions with the 
head deep in the pelvis. Whereas one ordinarily 
would resort only to forceps should delivery he- 
come necessary under circumstances of complete 
dilatation with the occiput anteriorly and the 
head deep in the pelvis, one might employ for- 
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ceps or version and extraction, in similar cir- 
cumstances involving occiput posterior positions, 
the version effecting a simultaneous correction 
of the malposition. The writer, however, prefers 
to use forceps and has no particular hesitancy in 
delivering the occiput posteriorly should any 
appreciable difficulty attend efforts at effecting 
rotation. This is due to his belief, as expressed 
in previous writing, that the vast majority of 
occiput posterior presentations occur in associa- 
tion with the anthropoid type of pelvis, narrow 
from side but with large anteroposterior measure- 
ments. 
from delivering the occiput posteriorly than 
would attend efforts at effecting rotation. The 
performance of moderate sized bilateral epi- 
siotomies or a very deep unilateral one is most 
helpful. 

It would be well to hesitate before doing sec- 
tion when any internal manipulation whatever 
has been done prior to the patient’s hospital 
admission especially when the apparent indica- 
tion is unrelated to disproportion. Every one 
of four such cases had a postoperative infection 
which in one patient, subjected to attempted 


In such cases less harm is apt to result 


forceps delivery prior to admission, eventuated 
in death. If, despite these circumstances, sec- 
tion is nevertheless absolutely indicated or is 
made advisable in the interests of the child for 
religious reasons then the Porro operation or 
some modification thereof is preferable to one 
of the ordinary types of section. 

There are always instances in which the pre- 
mature termination of pregnancy is indicated for 
non-obstetrical reasons, the non-obstetrical con- 
dition affecting the patient being considered the 
fundamental one while the obstetrical status is 
considered the complication which must be dealt 
with from the standpoint of its effect upon the 
initial or major illness. Cardiac decompensation 
and pregnancy is a well-recognized and accepted 
example. At other times the relationship is not 
nearly so clear and is often considerably strained. 
Even though the relationship be definite and the 
established there 


indication for interference 


exists a wide range of procedures the proper 


choice and conduct of which as elsewhere in 


obstetrics constitutes a test of judgment, versa- 
tility, and technical skill. 
Humboldt Bldg. 
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VITAMIN B, IN ALCOHOLIC 
POLYNEURITIS 
With a report of 48 cases 
Anprew J. McGee, M. D. 
DWIGHT, ILLINOIS 


That certain diseases productive of polyneu- 
ritis in man are due to a vitamin deficiency has 
been known for a good many years. Perhaps the 
first to point out this relationship was Vedder 
who suggested a deficiency disease hypothesis in 
relation to beriberi shortly after Funk? intro- 
duced the word “vitamin.” It was later sug- 
gested by Wechsler*, Minot* and others’ that 
other forms of polyneuritis were possibly due to 
an avitaminosis. Lately it has further been 
shown by Strauss,° Jolliffe’? and Blankenhorn® 
that there is a definite relationship between the 
polyneuritis of the alcohol addict and a de- 
ficiency in vitamin B,. That there is a definite 
deficiency present in the alcohol addict has been 
clinically proved by Strauss, who obtained im- 
provement in subjects given from a pint to a 
quart of whiskey daily along with a diet con- 
taining large quantities of vitamin B,, and by 
Goodhart,? who found a greater therapeutic re- 
sponse in a group of patients given large quan- 


tities of vitamin B, than in a group given ordi- | 


nary quantities. 

The cause for an avitaminosis in the alcohol 
addict is probably due to several etiological fac- 
tors. The alcohol addict is notoriously careless 
about his eating habits and it is more than likely 
that there is an insufficiency in his daily intake 
of foods rich in this substance (vitamin B,). 
Since vitamin B, is not stored in the body to 
any great extent’® it is necessary that the daily 
diet contain adequate amounts of the vitamin. 
It is further probable that the gastro-intestinal 
disturbances not uncommon among. alcoholics 
interfere with the absorption of vitamin By. 
Another reason for this deficiency may be due 
to increased excretion. It is known that vitamin 
B, is excreted in the urine, the vitamin being 
water soluble, and it is a known fact that most 
heavy drinkers will pass larger quantities of 
urine in a given period than a total abstainer, 
thus it is possible there is a greater output of 
vitamin By. It is more than likely that the 
avitaminosis can be attributed to a combination 
of these factors rather than to any one of them. 

The neuropathological changes which occur in 
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vitamin By, deficiency have been shown by Sul- 
livan*t to be microscopic in nature. There are 
no gross abnormalities found in the brain. The 
microscopic changes are found in the brain and 
the spinal cord and consist of a central chro- 
matolysis, and lateral displacement of the 
nucleus with a swelling of the cell body. These 
changes are usually most pronounced in the 
medium sized pyramidal cells of the cortex, the 
nucleus ambiguous, the ventral horn cells, the 
oculomotor nucleus, and the lateral horn cells. 
The neuropathology is degenerative in type 
rather than inflammatory. This central change 
is no doubt a terminal state and is preceded by 
changes in the posterior ganglion cells. The 
regeneration of the peripheral nerves is depen- 
dent on the viability of the cell body so that 
when the polyneuritis is acute and not far ad- 
vanced one would expect rather rapid regenera- 
tion. In cases further advanced regeneration 
naturally takes much longer inasmuch as the 
regeneration starts at the cell body and proceeds 
distally at the approximate rate of one milli- 
meter a day. 

The neural symptoms of vitamin B, deficiency 
are usually insidious in onset and most fre- 
quently affect the lower extremities first. The 
first symptoms are subjective in nature and con- 
sist of a feeling of heaviness in the legs with 
some weakness after walking variable distances. 
This is followed by burning of the soles of the 
feet and numbness of the foot and leg muscles. 
Objective signs then appear and are character- 
ized by tenderness of the calf of the leg, followed 
by toe and foot drop, diminution of the patellar 
and ankle reflexes, and atrophy of the muscles 
and skin. The skin becomes smooth and shiny 
and may be hyperesthetic, although in my experi- 
ence it was more frequently found to be anes- 
thetic. The hands and arms next become affected 
occasionally followed by some involvement of the 
tenth cranial nerve. The chief mental manifes- 
tation is a progressive loss of memory, although 
if Korsakoff’s syndrome is present the mental 
symptoms of that disease will be found. 

Assuming that there is a deficiency of vitamin 
B, in alcoholic polyneuritis it is evident that 
therapy must be directed toward compensating 
for this deficiency by giving adequate amounts 
of this substance either by mouth or by paren- 
teral therapy. In order to determine the amount 
to give it is necessary to know the normal vita- 
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min B, requirements of the average individual. 
This requirement has been estimated by Vor- 
haus, Williams and Waterman!” to be about 1 
mg. of pure crystalline vitamin B;. Cowgill'* 
has further indicated that the weight of the 
individual must be taken into consideration in a 
determination of the minimum requirements, 
while Williams* believes that the daily require- 
ment is also proportional to the food intake, 
especially the carbohydrate intake. All investi- 
gators seem to agree, however, that the daily 
minimum requirements of the normal individual 
should be somewhere around 1 mg. or from 333 
to 200 international units. The therapeutic dose 
must then be in excess of this daily minimum 
requirement. Just how much it should be in 
excess of the minimum requirements is not 
known. It has been determined that there is 
an optimum amount which has been estimated 
by different workers to be anywhere from ten to 
fifty times the minimum daily requirement of 
the individual. 
REPORT OF CASES 

The cases here reported represent a study of forty- 
eight male patients suffering from varying degrees of 
alcoholic polyneuritis. Twenty-five of the patients re- 
ceived vitamin B, (thiamin chloride) by subcutaneous 
hypodermic injection and the remaining twenty-three 
received only the amount contained in the daily diet. 
The patients were graded as to the severity of the 
symptoms as “severe,” “moderately severe” and “mild.” 
In making this more or less arbitrary classification 
both subjective and objective symptoms were taken into 
consideration. 

The patients classified as “severe” were those who 
had subjective symptoms of pain, burning of the soles, 
anesthesia or hyperesthesia, and weakness. In addition 
objective symptoms of absent knee jerks, absent ankle 
jerks, atrophy of the muscles of the leg, atrophy of the 
skin, and in some cases foot and ankle-drop were 
present. In all of these cases there was considerable 
difficulty in locomotion. 

The “moderately severe” cases had subjective symp- 
toms as above. The objective symptoms consisted of 
diminution of the knee and ankle jerks and no evidence 
of muscular or skin atrophy. 

The “mild” cases had only subjective symptoms char- 
acterized by pain, tenderness on pressure, burning of 
the soles, hyperesthesia and anesthesia and in some 
cases weakness. 

There were sixteen cases in each of these groups. 
Of these nine of the severe cases, seven of the mod- 
erately severe, and nine of the mild cases received 
vitamin B; The remainder served as controls. 

The patients classified as severe in both groups all 
showed complete subjective relief in the number of 


days indicated (Figs. 1-2). All of these patients were 
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discharged before the objective symptoms had returned 


to normal but they all showed some objective improve- 


ment, All of the other patients obtained complete re- 
lief. 

The average dose of vitamin B, (thiamin chloride) 
as shown on the chart represents the mean of the total 
daily doses. In most cases the initial daily dose was 
about one-third higher than that shown as the average 
dose. This amount was decreased, depending on the 


therapeutic response of the patient. In all cases obtain- 
ing complete relief the vitamin Bi was discontinued 


one or two days following alleviation of the symptoms. 
There were no relapses following this discontinuance. 


The control cases were given no supplementary vita- 
min either by mouth or by hypodermic injection. They 


received a diet estimated to contain an equivalent of 
crystalline vitamin B: of 1-2 mg. per day. A summary 


of these patients is given on the chart, Fig. 2. None 
of the patients received a sedative or any other drug 


to control neuritic symptoms after the third day. 
RESULTS 

Of the 

obtained in the group treated with vitamin B, 

in an average of 10.4 days. In the control group 


subjective relief was obtained in an average of 
18 days. The moderately severe cases in the 


severe cases subjective relief was 


treated group obtained complete relief of all 
symptoms in an average of 6.1 days, and the 
control group in 6.5 days. The mild cases in 
the treated group obtained complete relief in an 
average of 4.3 days and in the control group 
in an average of 4.5 days. There were no cases 
in either group that failed to show improve- 
ment. 
COMMENT 

Although this group of cases is too small a 
series to allow one to draw sweeping conclusions 
it is easily apparent that there is very little 
difference in the time of recovery for the patients 
receiving large doses of vitamin B, by subcu- 
taneous hypodermic injection and those receiving 
but slightly more than the estimated minimum 
daily requirement by mouth. This should not 
by any means cause one to reject the idea that 
there is an avitaminosis in alcoholic polyneuritis 
but should rather strengthen the belief that in 
most cases of vitamin B, deficiency, especially 
where the symptoms are only moderately severe, 
an adequate diet will correct the deficiency. 

Tn all of these cases the alcohol was completely 
removed by the end of the third day, and in all 
of the mild cases and most of the moderately 


severe it was taken away immediately. This no 
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doubt resulted in additional absorption of the 
vitamin from the stomach and small intestine. 
Following withdrawal of the alcohol all of the 


patients noticed an improvement in appetite 


with a consequent greater intake of food. These 


results would tend to bear out Williams’ 
attitude’® when he states that in the long ru 


we should look to the grocery store rather than 
the drugstore for a normal vitamin intake. 


CONCLUSIONS 


In a group of twenty-five patients with 
alcoholic polyneuritis treated by subcutaneous 
hypodermic injection of vitamin B, (thiamin 


chloride) and a control group of twenty-three 


patients receiving only the vitamin B, contained 


in the diet there was practically no difference in 
the time required for complete alleviation of 


symptoms. 

The severity of the symptoms and the time 
required for recovery seems to be directly propor- 
tional to the duration of the neuritis. 
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INFECTION, ARTHRITIS AND ALLERGY 
WITH AN ALLERGIC DIETARY 
REGIMEN 


L. C. Boremer, M. D., F. A. C. S. 
ST, LOUIS 


A triad, infection, arthritis and allergy, is 
presented as a clinical entity in nine individual 
cases, and in each it is considered that the 
infection precedes the arthritis but that allergy 
is a concomitant factor. (For details of cases 
see current article in The Laryngoscope.) 

The diagnosis of the arthritis is based upon 
symptoms and physical findings and not upon 
positive x-ray evidence of bone or tissue changes, 
such as obtain in late cases. Some of the joint 
involvements may be due mainly to edema on 
an allergic basis. 

The state of allergy is proven by the history, 
physical findings, nasal and postnasal smears for 
eosinophiles, the mucosal, non-specific protein 
skin, and the leucopenic index tests. Routine 
skin tests are not relied upon to prove the aller- 
genic ingestants, and, as to the inhalant aller- 
gens, suggestions are made to avoid dusty, over- 
heated, or tobacco-smoke laden environments 
and to use orris free cosmetics, allergen proof 
encasings for feather pillows, et cetera. 

The common food allergens are found to be 
wheat, eggs, milk and chocolate, and, in some 
cases, it is considered advisable to avoid all of 
the following: 

Wheat flour, graham bread, brown bread, bran 
bread, whole wheat bread, cakes, pies, pastries, 
sauces, macaroni, spaghetti, noodles, Postum, 
majority of breakfast foods, most sausages, ham- 
burgers made with bread crumbs, eggs, waffles, 
mayonnaise, puddings, ice cream, ices, beef 
juices, baking powder (except Royal), milk cus- 
tards, creamed soups, creamed vegetables, fill- 
ings, sweetbreads, candies made with chocolate, 
eggs, milk or nuts, whipping cream, pancake 
flour, milk, cream, malted milk, cheese, beer, 
Scotch whiskey, gin, coca-cola, orange juice, 
tomato juice, chili sauce, catsup, Worcestershire, 
AT, Lee & Perrins sauces, pork, lard, Crisco, 
Wesson oil, cottonseed oil, Spry, nuts, peanut 
butter, and above all chocolate. 

The diet will be relatively low in carbohy- 
drates. The most calories and dynamic, specific 





Abstracted from a paper read before The Morgan County 
Medical Society, Jacksonville, Illinois, September 8, 1938. 
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energy is to be obtained from a variety of meats, 
which may be broiled, or fried in tallow, butter, 
or Mazola oil. The keynote is a diversity of 
food and no particular foods in continuous suc- 
cession or excess at any time. Loss of weight 
in the thinner type of person demands actual 
food calory intake determination to enable fur- 
ther suggestions. Vitamin, calcium, and other 
indicated therapies are essential. 
THE LISTED FOODS IN CAPITAL LETTERS ARE 
RECOMMENDED AT EVERY OPPORTUNITY; 
THOSE IN PARENTHESIS ARE TO BE PAR- 
TAKEN OF OCCASIONALLY, THE OTHERS 


FREELY 

Fruit Turnips 
Apple Watercress 
APPLE SAUCE Miscellaneous 
APRICOTS SUGAR 
(Banana) OLIVES 
Berries, except straw. CRANBERRY SAUCE 
Cantaloupe JAM 
Cherries JELLY 
CURRANTS KARO and MAPLE 
DATES SYRUP 
FIGS Raisins 
GRAPES TAPIOCA 
Grapefruit JELLO 
Lemon OLIVE OIL 
Lime MAZOLA OIL 
PEACHES Butter 
PEARS Candy, stick, hard 
PINEAPPLE Soups 
PLUMS Pea, bean, vegetable 
PRUNES Meats 
TANGERINE (Bacon) 
Watermelon Bass 
Cereal (Beef, dried) 
Corn Flakes Beef, Lean 
Oatmeal Beef, Roast 
Puffed Rice Beef, Stew 
Rice Flakes (Bologna) 
Rice Krispies (Chicken) 
Bread Corn Beef 
RY-KRISP (Ralston) (Codfish) 
Pumpernickel Dove 
Corn Bread Duck 
Liquids Quail 
Juices Goose 

(except orange (Haddock) 

and tomato) (Halibut) 
Fruit Nectars (Ham) 
(Coffee) Hamburger 
TEA (Herring) 
WATER (Jack Salmon) 
Vegetables Kidney 
Asparagus LAMB CHOPS 
Beans, Kidney LAMB PATTIES 
Beans, Lima LAMB ROAST 
Beans, String LAMB STEW 
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BEETS LIVER 
Cabbage (Lobster) 
CARROTS (Mackerel ) 
Cauliflower MUTTON 
CELERY Oysters 
CORN (Pork Chop) 
EGG PLANT (Pork Roast) 
HOMINY (Salmon) 
LETTUCE (Sardines ) 
Mushrooms (Scalllops ) 
Parsnips (Shrimp) 
PEAS Squab 
(Potato) Sweet, freely STEAK 
PUMPKIN, canned or TONGUE 
fresh TROUT 
Rhubarb (Tuna fish) 
RICE FREELY TURKEY 
Rutabaga VEAL STEAK 
SPINACH VEAL STEW 
Squash VEAL ROAST 


Beaumont Medical Building. 





WOMEN STAND PROSPERITY BETTER THAN 
MEN 


A Bulletin from the State Department of Health 
states that: 

Women can stand prosperity and affluence a great 
deal better than men, but the malevolent influence of 
poverty strikes male and female alike, making no dis- 
tinction between sexes and giving little if any advantage 
to babies and children. This at least appears to be true 
concerning health, as reflected in evidence revealed by a 
study of mortality according to occupation and social 
class in England and Wales. 

Mortality among men with a comfortable income 
(Class I in the social scale) from diseases attributable 
to overweight, rich diet, other excesses and neglect of 
physical exercise, such as diabetes cerebral vascular 
lesions and nephritis, is considerably higher than that 
among males in the population generally and much 
higher than among males with “uncomfortable” incomes. 
Among the wives of these affluent men, however, the 
mortality from these causes is no greater than among 
women generally or among women lower in the eco- 
nomic scale. The death rate among babies in the lowest 
economic group, Class V, was 25 per cent higher than 
in the population at large while in Class I, the most 
favored economically, the rate was only about one-half 
that in the general population. In other words, the 
death rate among babies in families of the poorest class 
is five times that among families in the highest economic 
class, 

Each step down the social and economic scale, on the 
other hand, is accompanied by a higher and higher death 
rate from tuberculosis, syphilis, cancer, valvular heart 
disease, pneumonia, pleurisy, hernia, insanity, gastric 
ulcer and even accidents. Men and women share alike 
in this disadvantage as compared with men and women 
in the more favored economic classes. While several 
diseases, particularly tuberculosis and cancer, are asso- 
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ciated with and favored by certain occupations, this 
report of the Registrar-General of England and Wales 
indicates plainly that the economic factor, poverty and 
affluence, is dominant in respect to general health. “In 
general,” says the report, “it appears from these sex 
comparisons, and from the regional study of the data, 
that the immediate effects of occupation on men’s mor- 
tality are of relatively slight importance compared with 
the environmental and economic conditions of home life. 
The worse these general environmental conditions the 
greater become the social contrasts in mortality in both 
sexes. An additional and important observation is that 
the effects of such factors are very much less serious 
in rural areas than in industrial towns.” 





LONGEVITY 

The Bulletin of the State Department of Health says: 

In the 12 States which comprised what is known as 
Death Registration Area of the United States (which 
now includes all States of the Union) the average 
expectation of life in 1901 was slightly more than 49 
years. In 1936, when the Registration Area included 
all States, the average expectancy was nearly 61 years 
(60.8). In other words, the average duration of life 
in the United States was 1134 years longer in 1936 than 
it was in 1901. For whites, the rate of gain has been 
more rapid than for colored inhabitants. 

The gain in life expectancy has been distinctly more 
rapid for white females than for white males. For the 
former, the: average life span was 64.36 in 1936 against 
51.08 in 1% 1, an increase of 13.28 years while for white 
males it Wes 60.18 in 1936 against 48.23 in 1901, a gain 
of 11.95. Throughout this period women have had a 
longer lift expectancy than males and the difference, 
now somey hat greater than 4 years, is growing grad- 
ually in favor of women. Since 1930 the average life 
expectancy for the eritire population in the United States 
has tended upward at a much reduced rate, being 60.3 in 
1931 and 00.8 in 1936. 

There seems to be a double reason for the greater 
longevity of females—biologic and practical. The bio- 
logic factor is suggested by the fact that more male 
than female babies are born—ranging from 103 to 105 
or so males per 100 females. The practical factor is 
suggested by the greater gains in longevity of females. 
Males suffer much higher mortality than females from 
acciden.s, homicide and suicide. The higher mortality 
in males from such causes are by no means offset by 
female deaths from complications of childbirth. Women 
are n.ore closely associated with the health protective 
practi..es involving children. Influenced thereby, they 
probawly profit more than men by the newer knowledge 
of heulth conservation and thus gain more in longevity. 





CAPITAL AND LABOR 


The Boston News Bureau facetiously expresses a real 
truth in these words: 

“The trouble with a lot of men who spout so pro- 
fusely about capital and labor, is that they never had 
any capital, and never did much labor.” 

—Patchwork. 
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SUCCESSFUL MANAGEMENT OF PARATHY- 
ROID TETANY 

MacBryde Cyril M., Southern Medical Journal 31: 
720, 1938, says: 

The surgical technique of removing portions of the 
thyroid gland has become so perfected that the incidence 
of parathyroid tetany has been reduced to figures rang- 
ing from 1.5 to 0.5%. Apparently the removal or in- 
jury of the parathyroid tissue is followed by a decreased 
secretion of parathyroid hormone and a subsequent drop 
in blood calcium. This decrease in blood calcium results 
in an hyper-irritability of muscle tissue. In many in- 
stances the symptoms are temporary but in certain 
cases a state of chronic or, we might say, subacute 
tetany develops and is frequently overlooked. 

In reviewing the measures for the treatment of 
chronic tetany, it might be well to mention the intra- 
venous and oral use of calcium salts and the intramus- 
cular administration of parathyroid extract. Patients 
often develop tolerance to the latter to the point where 
little or no effect is obtained. Hydrochloric acid or 
ammonium chloride is frequently given with cod liver 
oil or viosterol in large doses. A low phosphorus diet 
has been advocated by Shelling. The author has had 
poor results with parathyroid transplantation. 

During the past year the author has been using a new 
therapeutic agent, a derivative of irradiated Ergosterol 
known as dihydrotachysterol. This has been given 
orally in an oily solvent containing 5 mg. per cc. For 
the first time, patients were relieved of all symptoms 
with the use of individualized doses of dihydrotachy- 
sterol and a diet rich in calcium. 





HUMANE POUND LAW DEFEATED. ANIMAL 
EXPERIMENTATION TO CONTINUE 

The Journal of the American Medical Association, 
November, 1938, says: The voters of California and 
Colorado, November 8, 1938, by overwhelming majori- 
ties rejected proposals made in those states to under- 
mine the structure of scientific medicine. 

In California an initiative humane pound law, so 
called proposing to cripple scientific research by ham- 
pering animal experimentation, was decisively defeated. 
In Colorado an initiative measure proposed by a group 
of chiropractors, to debase the quality of medical care 
in the state by repealing the basic science act and by 
destroying other safeguards that have been erected to 
assure adequate and scientific medical service, was met 
by an avalanche of negative votes, running as high as 
ten to one in some counties. 

In Oklahoma an initiative measure that would have 
sanctioned practices not conducive to public welfare 
failed to get on the ballot, because of court action in- 
stituted by the medical profession. In Ohio a chiro- 
practic initiative somewhat similar to the Colorado ini- 
tiative died aborning, the cultist sponsors apparently 


becoming disheartened shortly after the proposal was, 


submitted to the attorney general for his approval as 
to form. Petitions in Ohio were not circulated and the 
proposed initiative measure was not submitted to the 
people for a vote. 

The medical associations in the states named assumed 





May, 1939 


the lead in thwarting the selfish interests behind these 
proposals, interests that would subordinate the public 
welfare to their own private ends. In California and 
Colorado the state medical associations, aided by many 
lay and other professional groups and by public spirited 
citizens, informed the people fully of the dangers im- 
plicit in the proposals. To bring these dangers to the 
attention of the voters necessitated great sacrifices ot 
time and money, but the results show that such sac- 
rifices were well worth while and indicate that an in- 
formed electorate will support scientific medical care 
under proper legal care and ethical safeguards. 





SOME LEMONS WANTED 

Smith had just opened fine new offices. His wife and 
her girl friend called to inspect them. Not only did 
they find the office appointments unusually modern and 
attractive but—the female employees were equally so. 

During the inspection trip Smith was called away to 
the telephone and the conversation between Mrs. Smith 
and her friend casually turned to household affairs. 

“Have you put up any fruit this year?” asked the 
friend. 

“Not yet,” replied Mrs. Smith. Then her gaze wan- 
dered over to several pretty stenographers and she 
added: “But I expect to can a few peaches before 
long.” 





Knowledge that drops into one’s lap like a ripe apple 
seldom arouses enthusiasm or zest. The discovery of 
new knowledge, however trivial, thrills. Most of the 
science we learn today represents the accumulation of 
discoveries painstakingly explored by pioneers. In ac- 
cepting it, we seldom give thought to the laborious 
searchings, the discouraging pursuits of blind trails, the 
disdain, even persecution, suffered by those who an- 
nounced the discovery of facts that were contrary to 
traditional belief. Yet, each scout of science who helped 
blaze the trail made it easier for the next explorer. 
Some left no landmarks. Others established temporary 
stations, long since forgotten. A few built bridges of 
theory that enabled other explorers to reach new facts. 


H. E. Kiernscumupt, M. D. 





Marriages 


KENNETH L. Carter, St. Louis, to Miss 
Frances Klizabeth Ritter of Mattoon, Ill.. in 
December, 1938, 

CLAUDE Kt. G. Forrester to Miss Ruth Emma 
Johns, both of Chicago, January 5. 

JAMES B. GiuLespir, Urbana, Ill, to Mrs. 
Kmily Reeve of Paxton, in San Antonio, Texas, 
February 27. 

Raymonp F. Sueets, Carthage, Ill., to Mrs. 
Klva McCallister in Keokuk, Iowa, February 20. 

ArsHAK Y, YAZARIAN, Washburn, IIl., to Miss 
Satenig Siranossian of Bridgewater, Mass., Aug- 
ust 14, 
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Personals 





Dr. Joseph L. Baer was invited to address a 
public meeting in Macomb on April 26, spon- 
sored by the McDonough County Medical So- 
ciety. 

Dr. Charles N. Pease talked on “Fractures 
of the Long Bones” before the Kankakee County 
Medical Society, April 13. 

Dr. Charles Edwin Galloway addressed the 
Sangamon County Medical Society, April 6, 
subject, “Treatment of Endocervicitis.” 

Dr. James K. Stack spoke before the Scott 
County Medical Society, lowa, April 4, subject, 
Fractures.” 

Dr. Stanley Gibson spoke to the Will-Grundy 
County Medical Society, April 7, subject, “Acute 
Abdominal Conditions in Children.” 

Dr. L. F. Weber was the guest of honor and 
speaker before the Lawrence County Medical 
Society on April 5, subject, “Common Diseases 
of the Skin.” 

Dr. Max Cutler addressed the Will-Grundy 
County Medical Society April 14, subject, “Re- 
cent Developments in the Diagnosis and Treat- 
men of Cancer.” 

Dr. F. H. Falls addressed a public meeting 
at Moline sponsored by the Rock Island County 
Medical Society, April 21. His subject was 
“The Significance of Prenatal Care.” 

Dr. E. W. Pernokis was invited to address the 
Bureau County Medical Society April 11, sub- 
ject, “Abnormal Varieties of White Corpuscles 
and Their Clinical Significance.” 

Dr. Edwin W. Ryerson was invited by the 
Missouri Society for Crippled Children to make 
an address on April 21 in St. Louis on the 
subject: “The Relationship of the Crippled 
Child to the Community.” 

Dr. James H. Hutton was invited to give a 
talk on “Recent Progress in Endocrinology” 
before the Will-Grundy County Medical Society 
at Joliet, April 28. 

Dr. Thomas C. Galloway was invited to ad- 
dress the Will-Grundy County Medical Society 
at Joliet on April 21, subject, “Emergency 
Laryngneal Obstructions.” 

Dr. George J. Musgrave will talk on “Nose 
and Throat Conditions as They Should Be 
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Handled by the General Practitioner” before the 
Effingham County Medical Society at Effing- 
ham, April 11. 

Drs. Robert S. Berghoff, Angelo Geraci and 
Donald A. Hirsch presented a clinical confer- 
ence on heart disease before the Peoria Medical 
Society at Peoria on April 18 followed by a 
scientific paper on heart disease by Dr. Berghoff. 

Drs. Irving F. Stein and T. M. Levin pre- 
sented a program on obstetrics and pediatrics 
before the doctors of Shelby and Christian 
Counties on April 17, subjects “Breech Presen- 
tation” and “Infant Feeding.” 

Dr. Robert F. McNattin of the Department of 
Roentgenology of Cook County Hospital spoke 
before the St. Joseph County Medical Society 
at South Bend, Indiana, on April 19. His sub- 
ject was “Role of Therapeutic Radiology in Pres- 
ent Day Medicine.” 

Dr. Louis J. Frederick has been appointed 
health commissioner of Joliet, succeeding the 
late Dr. Edward J. Higgins. 

Dr. Lawrence F. Weber, Chicago, discussed 
common diseases of the skin before the Lawrence 
County Medical Society in Lawrenceville April 5. 

The Will-Grundy County Medical Society was 
addressed in Joliet by Dr. Stanley Gibson, Chi- 
cago, April 7 on acute conditions of the abdomen 
in children. 

The Chicago Society of Allergy was addressed 
March 20 by Dr. Israel Davidsohn on “Hetero- 
philic Phenomena in Immunology.” 

Among others, Drs. Arthur K. Koff and Edith 
LL. Potter addressed the Chicago Gynecological 
Society March 17 on “Dangers of Excessive 
Development of Human Fetus.” 

A symposium on commitment to mental hos- 
pitals was presented before the Illinois Psychi- 
atric Society March 2 by Drs. Francis J. Gerty, 
Thomas M. French and Abraham A. Low. 

A symposium on skull fractures will be pre- 
sented before the North Shore Branch of the 
Chicago Medical Society May 9 by Drs. Eric 
Oldberg, Adrien Verbrugghen and Harold C. 
Voris. 

Dr. Arthur Steindler, Iowa City, among 
others, addressed the Chicago Orthopedic Society 
and the Chicago Roentgen Society March 9 on 
“Compensation and Derotation in the Treatment 
of Scoliosis.” 
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The Chicago Pediatric Society was addressed 
March 21 by Drs. Adrian D. M. Kraus on 
“Periodic Paralysis’; Eugene T. McEnery, 
“Epidermoid Cysts of the Spleen,” and Lloyd E. 
Harris, “Bromide Intoxication in a Child Four 
Years of Age.” 

Dr. Leo K. Campbell gave a public lecture 
at the Chicago Woman’s Club March 8 under 
the auspices of the Chicago Medical Society on 
“at, Drink and Grow Fat.” 

At a meeting of the Madison County Medical 
Society, Alton, April 7, Dr. John S. Coulter, 
Chicago, discussed the “Home Treatment of 
Chronic Arthritis.” 

At a meeting of Mercer County Medical So- 
ciety April 11 Dr. R. E. Gunning, Galesburg, 
presented a paper on “Cancer”; Dr. E. C. Fran- 
ing, Galesburg, a paper on “X-Ray Treatment,” 
and Dr. Harold Swanberg of Quincy, a paper on 
“Radium in Treatment of Cancer.” 

The Chicago Society of Internal Medicine was 
addressed March 27, among others, by Drs. 
Heinrich Necheles, Rudolf Schindler and Rubin 
L. Gold on “Surgical Gastritis: A Study on the 
Genesis of Gastritis Associated with Ulcers.” 

Dr. Frances Hannett discussed “What Consti- 
tutes a Psychiatric Problem in General Practice” 
before the Chicago Council of Medical Women 
March 22 and Dr. Adelaide M. Johnson, “Treat- 
ment of Children’s Problems with Special Refer- 
ence to Play Therapy.” 

The Chicago Gynecological Society was ad- 
dressed April 21 by Drs. Paul H. Wosika and 
Chauncey C. Maher on “The Coexistence of Pro- 
lapse of the Uterus, Urologic Pathology and 
Hypertensive Vascular Disease” and Hilliard E. 
Miller and Edward Perry Thomas, New Orleans, 
“Strictures of the Cervix.” 

Dr. Isadore Pilot addressed the Chicago Club 
for the Study of Rheumatic Diseases March 22 
on “Different Features of Bacterial and Rheu- 
matic Arthritis,’ and Drs. Catharine EK, Logan 
and Eugene F. Traut, Oak Park, Ill., “Clinical 
and Bacteriologic Improvement in Chronic Ar- 
thritis Following the Use of Sulfanilamide.” 


At a meeting of the Chicago Ophthalmological 
Society March 20 the speakers were Dr. John G. 
Bellows and Herman Chinn, Ph.D., on “Distri- 
bution of Sulfanilamide in the Kye”; Drs. 
Bertha A. Klien, “Concerning the Dictyoma 
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Retinae” and Samuel 8S. Blankstien, Milwaukee, 
“Comparison of Visual Acuities.” 

A delayed report from the Research and Edu- 
cational Hospital of the University of Illinois, 
Chicago, indicates that this institution has a 
record of 83.2 per cent. necropsies for the year 
1938. Other approved internship hospitals hay- 
ing over 70 per cent necropsies were reported on 
page 924 of the Hospital Number of The Journal 
A. M. A., March 11. 

The annual meeting of the Illinois Tubercu- 
losis Association was held at the Pere Marquette 
Hotel, Peoria, April 24-25. Among other speak- 
ers will be Drs. Edward Kent Ellis, Murphys- 
boro, “The Family Physician and the Tubercu- 
losis Problem in Southern Illinois”; William T. 
Holladay, Amboy, “The Family Physician Views 
the Tuberculosis Problem”; Loren L. Collins, 
La Salle, “The Sanatorium Aids the Family 
Physician,” and Frederick M. F. Meixner, 
Peoria, “The Peoria Sanatorium District.” 





News Notes 


—The Alumni of the University of Illinois Col- 
lege of Medicine will hold a luncheon at the 
Faust Hotel, Rockford, Il., on May 3, 1939, 
at noon. A very interesting program is con- 
templated. Dr. Wm. Plice ’02 will preside. 
Please make effort to attend. 
M. H. Streicher ’24, 

Secretary, Medical Alumni Association. 
—The 63rd annual convention of the American 
Association on Mental Defect will be held at the 
Palmer House in Chicago, Illinois, from May 3 
to 6, inclusive. 
—The Tuberculosis Institute of Chicago and 
Cook County will conduct a two-day institute 
for Negro health workers in cooperation with 
the National Tuberculosis Association April 
17-18 at the Y. M. C. A., Wabash Avenue and 
Thirty-eighth Street. The program will cover the 
following four themes: A modern concept of 
tuberculosis, what it is, how it develops; best 
methods for controlling tuberculosis, including 
case-finding and hospitalization; the organized 
campaign against tuberculosis with special stress 
on Negro organization, and the possibility of 
controlling tuberculosis. 
—The first annual award of the Chicago Surgi- 
cal Society will be made at a meeting of the 
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society May 5 to Dr. Raymond F. Hedin of 
Cook County Hospital and the department of 
surgery, Rush Medical College. Dr. Hedin’s 
essay, entitled ““Polypoid Disease of the Colon: 
Two Proposed Surgical Procedures, Including 
the Description of a Colonoscope,”’ will be pre- 
sented at the same meeting. The $250 prize is 
offered to some young man devoting himself to 
surgery in Chicago, who is not a member of 
the Chicago Surgical Society, for meritorious 
work in one or both of the fields of experimental 
and clinical surgery. 

—The Chicago Medical Society held a public 
meeting on “What Chicago Does for Its Hard of 
Hearing” at the Chicago Woman’s Club April 
19. The principal speakers include Frank L. 
Beals, assistant superintendent, Chicago schools ; 
Dr. Robert Black, acting president, board of 
health; Dr. Walter H. Theobald, secretary, Chi- 
cago Laryngological and Otological Society; Dr. 
Samuel Salinger, clinical professor of otorhino- 
laryngology, Loyola University School of Medi- 
cine; Miss Irene Hubbell, president, and Dr. 
Austin A, Hayden, chairman, board of directors 
of the Chicago League for the Hard of Hearing, 
and Edward J. Kelly, mayor. 





FOR SALE—Reasonable, large size electric blanket 
—used but a few times. 
I, W. CLAYTON 


1643 Farwell Avenue 
Chicago, Illinois 





FOR SALE—Combination type cold Quartz Ultra 
Violet Lamp for physician. Phone: Village 6584 M. 
or office of Marshall Field Annex Building, ask for 
Dr. Snow's lamp. 





WANTED—Back numbers of the JourNAL. We 
have several requests from libraries for the March, 
1937, issue. We have also many requests on file from 
universities and libraries for all numbers and volumes 
of the Intrnors MepicAL JouRNAL issued previous to 
1916. Communicate with us at 6221 Kenmore Avenue, 
Chicago, Illinois. 


Deaths 

Ote Hansen Bere, Chicago: College of Physicians 
and Surgeons of Chicago, 1896; on the honorary staff 
of the Norwegian-American Hospital; aged 71; died, 
January 8, of diabetes mellitus and hypertension. 

ALEXANDER LANE Broseck, Hoopeston, Ill.; Univer- 
sity of Louisville (Ky.) Medical Department, 1885; 
member of the Illinois State Medical Society; aged 85; 
died January 16, of cirrhosis of the liver. 
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Joun Henry Carpenter, a Fellow A. M. A., Chi- 
cago; National Medical University, Chicago, 1901; 
member of the Radiological Society of North America; 
at one time x-ray technician to Cook County Hospital; 
aged 65; died, January 18, of carcinoma of the eso- 
phagus. 

Peter M. CampseE.t, Elgin, Ill.; Detroit College of 
Medicine, 1891; member of the Illinois State Medical 
Society; on the staffs of St. Joseph’s and Sherman 
hospitals; aged 78; died, January 17, of lobar pneu- 
monia and chronic myocarditis. 

Epwarp V. CuerRNey, Springfield, Ill; Keokuk 
(Iowa) Medical College, College of Physicians and 
Surgeons, 1903; aged 57; died, January 27, of Parkin- 
son’s disease. 

Frep FerpINAND Fair, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1905; aged 55; died, 
Dec. 30, 1938, of cardiovascular renal disease. 

Rosert E. Fivey, Chicago; Albany (N. Y.) Medical 
College, 1887; medical director of the Globe Insurance 
Company ; aged 73; died, March 11, in the Evangelical 
Hospital. 

Maurice Louis Goopkinp, a Fellow A. M. A., Chi- 
cago; College of Physicians and Surgeons, Medical 
Department of Columbia College, New York, 1889; pro- 
fessor of medicine at the University of Illinois College 
of Medicine; served during the World War; for many 
years on the staff of the Michael Reese Hospital; aged 
71; died, January 4, of coronary occlusion. 

Mark Duane GunpruM, a Fellow A. M. A., West- 
ville, Ill.; Loyola University School of Medicine, Chi- 
cago, 1916; served during the World War; aged 49; 
was found dead, Dec. 25, 1938, of coronary thrombosis. 

THEODORE ANTHONY Kreuser, Hines, Ill.; Rush 
Medical College, Chicago, 1897; member of the Illinois 
State Medical Society; aged 73; died, January 8, at the 
Veterans Administration Facility of arteriosclerosis and 
cardiac hypertrophy. 

Joun Monroe McSparin, Carriers Mills, Ill.; Loy- 
ola University School of Medicine, Chicago, 1916; 
served during the World War; for many years member 
of the board of education; aged 49; died, January 7, of 
chronic myocarditis, nephritis, hypertension and pul- 
monary tuberculosis. 

Dr. FRANK Parsons Norsury, founder of the Nor- 
bury Sanitorium in Jacksonville, died suddenly from a 
heart attack on March 14, in Jacksonville. Dr. Norbury 
was born August 5, 1863 in Beardstown, IIl., and re- 
ceived his early education in the public schools of 
Beardstown. In June of 1881 he became an office and 
field assistant on the construction of a lock at Kamps- 
ville and also at LaGrange and thereafter spent the 
next five years with the U. S. Engineering Service. 
He first began the study of medicine in the office of 
Dr. George Bley in Beardstown in March, 1885 and, 
in September 1886, he entered the Medico-Chirurgical 
College in Philadelphia. A little later he entered the 
Long Island College Hospital of Brooklyn, N. Y., from 
which school he was graduated March 9, 1888. The 
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very next day he became resident physician of the 
Pennsylvania Institute for the Feebleminded in Phila- 
delphia. It was just fifty years later on March 10, 1938 
that the Morgan County Medical Society honored this 
occasion with a dinner, 

In September 1888, Dr. 
physician of the Illinois Central Hospital for the Insane 


It was during that period, on October 


Norbury became assistant 


at Jacksonville. 
2, 1890, that he married Mary FE. Garm of Beardstown. 
He resigned his position in July, 1893 and entered pri- 
vate practice. In 1895 he was appointed to the faculty 
of the St. Louis College of Physicians and Surgeons 
but returned to Jacksonville the following year and be- 
came attending physician of Oaklawn Retreat and at- 
tending physician of the Ilinois School for the Blind. 
He founded Maplewood Sanitorium in 1901 and later, 
in 1913, opened Maplecrest Sanitorium, both institu- 
tions now being known together as the Norbury Sani- 
torium. In 1909 he became Superintendent of the Kan- 
kakee State Hospital and two years later was appointed 
alienist of the State Board Administration, Since 1913 
he has been actively identified with the Norbury Sani- 
torium. 

Dr. Norbury has long been carried on the roster of 
the Sangamon County Medical Society as an Honorary 
Member and his many friends in this Society deplore 
their loss. 


Micuaev Rirrer Mrev, Beecher, Ill.; Rush Medical 
College, Chicago, 1896; member of the school board 


for many years; formerly mayor; aged 80; died in Janu- 
ary of arteriosclerosis and heart disease, 

Gorvon Encar Morvorr, Wilmette, Ill.; Bennett Cot- 
lege of Eclectic Medicine and Surgery, Chicago, 1907, 
aged 56, was shot and killed, January 11. 

Hernricn F, W, Petersen, Dundee, Ill.; College of 
Physicians and Surgeons of Chicago, 1888; member of 
the Illinois State Medical Society; aged 84; died, Janu- 
ary 30, in a hospital at Elgin of cerebral arteriosclerosis, 
myocarditis and broncho-pneumonia, 

Cuartes E. Pucu, a Fellow A. M. A., Chicago; 
Rush Medical College, Chicago, 1891; aged 73; died, 
January 18, in the Berwyn (Ill.) Hospital of a skull 
fracture received in a fall. 

MicHakt JosepH Purcett,a Fellow A. M. A., Chicago ; 
Chicago College of Medicine and Surgery, 1912; fellow 
of the American College of Surgeons ; on the staffs of St. 
Joseph’s Hospital and the John B, Murphy Hospital ; 
aged 60; died, January 2, of arteriosclerotic heart 
disease. 

Exttison Lioyp Ross, a Fellow A. M. A., Waukegan, 
Ill.; Northwestern University Medical School, Chicago, 
1918; professor of otolaryngology at his alma mater; 
member of the American Academy of Ophthalmology 
and Oto-Laryngology and the American Otological 
Society ; fellow of the American College of Surgeons ; 
attending otolaryngologist to the Passavant Memorial 
Hospital, Chicago, and Veterans’ Administration Facil- 
ity, North Chicago; on the staffs of the Victory Me- 
morial and St. Therese’s hospitals, Waukegan; aged 57; 


died, Dec. 21, 1938, of heart disease. 
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Joun Henry Rumpr, Chicago; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1896; aged 76; 
died, Dec. 1, 1938, of heart disease. 

Wittarp CLaRK SANFORD, a Fellow A, M., A,, Chi- 
cago; Chicago Medical College, 1890: formerly associ- 
ate professor of surgery, University of Illinois College 
of Medicine; fellow of the American College of Sur- 
geons; on the staff of St. Elizabeth’s Hospital; aged 
73; died, Dec. 12, 1938, of coronary thrombosis and 
hypertension. 

Craupe Murpny Scarroroucu, a Fellow A. M. A., 
Chicago Heights, Ill.; Northwestern University Medical 
School, Chicago, 1926; aged 39; on the staffs of St. 
James Hospital, Chicago Heights and Ingalls Memorial 
Hospital, Harvey, where he died, January 18, of coron- 
ary thrombosis. 


Henry ScHMITz, a Fellow A. M. A., Chicago: Ben- 
nett College of Eclectic Medicine and Surgery, Chicago, 


(897; American College of Medicine and Surgery, Chi- 
cago, 1906; professor and head of the department of 
obstetrics and gynecology, Loyola University School of 
Medicine; past president of the Chicago Gynecological 
Society; member of the American Association of Ob- 
stetricians, Gynecologists and Abdominal Surgeons, 
Central Association of Obstetricians and Gynecologists, 
Radiological Society of North America, American Col- 
lege of Radiology and the American Radium Society; 
fellow of the American College of Surgeons; in 1930 
received the gold medal of the Radiological Society of 
North America for achievement in the science of radiol- 
ogy in its application to diseases of women; in 1938 de- 
livered the Janeway Lecture at the annual meeting of 
th American Radium Society, at which time he was 
presented with the Janeway Medal; head of the radia- 
tion therapy department and attending gynecologist, 
Mercy Hospital; attending gynecologist to the Cook 
County Hospital ; consulting gynecologist to the Miseri- 
cordia and Holy Cross hospitals since 1925: director 
of Cancer Research Institute of Chicago since 1928}; sec- 


retary, board of trustees, Lewis Memorial Marternity 
Hospital since 1931; author of “Manual of Diseases of 


Women,” 1912; “Handbook of Gynecology,” 1915; “The 
Physics and Biological Principles of Radiation Ther- 


” 4 . . 
apy,” 1922; contributed a chapter on “Radiology” in 
Davis’s Gynecology and Obstetrics, 1934; aged 67; 
died, April 17, of lobar pneumonia. 


MELVILLE WriGut STApLes, Pleasant Plains, Ill.; St. 


Louis Medical College, 1884; aged 88; died, Dec. 8, 
1938, of uremia. 

ApraAHAM L. Tuomas, Chicago; Chicago Medical 
College, 1879; member of the Illinois State Medical 
Society; aged 88; died, Dec. 19, 1938, of carcinoma of 
the stomach. 

Grorce Nicnotas VocEter, Chicago; Chicago College 
of Medicine and Surgery, 1913; aged 50; died, Dec, 27, 
1938, of angina pectoris. 

ABRAM ASHLEY WILSON, a Fellow A. M. A,, Davis, 
Ill.; Northwestern University Medical School, Chicago, 
1894; aged 68; died, December 11, 1898, of coronary 


occlusion. 
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